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CHAPTER I

INTRODUCTION

Purpose of the Study

The purposes of the study were to explore:

(1)

cancer patient's perceptions of the spiritual care given
by nurses,

(2) the documentation on records of the pro v i 

sion of spiritual care,

and (3) the relationship of

spiritual care provided to the spiritual well-being of
terminally ill cancer patients.

First,

the study expand

ed on research which had been done regarding the spiritu
al care role of the nurse and describes expectations of
the patient.

A second objective was to describe patterns

of spiritual care reported by patients to have been given
by nurses and spiritual well-being by the following
demographic variables:
hospitalized,

age, gender,

religion,

and numbers of hospitalizations.

days
The third

objective was to compare spiritual well-being at various
times during hospitalization in order to identify chang
es.

Significance of the Study

The American Cancer Society (1987) reports an
estimated 870,000 new cases of cancer each year, and 3
1
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out of 8 who are diagnosed may not survive for 5 years.
Individuals faced with life-threatening events, or events
which disrupt comfort and health,

respond by searching

for meaning to life and find spiritual beliefs and values
to be an important resource (Bayly, 1969; Hansel,
Reed, 1987; Simpsen,

1986; Taylor, 1983).

1985;

Nursing cannot

usurp the role of the clergy in providing for patients'
spiritual needs (Shelly & Fish, 1988), but it is not
always feasible to call on the clergy at the moment of
patients'

spiritual needs.

Sometimes the presence of the

clergy may cause panic, because it may be perceived by
the patient that they may

be called on only at times

when the patient is on the death bed (Hirano,

1978).

Benoliel and McCorkle (1978) write:
Holistic care . . . associated with death and
dying cannot be offered by any one discipline
in isolation, but rather depends on the
availability of a variety of providers bring
ing different resources and skills to bear on
problems. . . . Holistic care also implies a
need for one provider who serves as coordina
tor of these many services, and we believe
that nurses are the logical persons to carry
this responsibility (p. 143).
Even when Pastoral Care is available in the hospi
tal, patients tend to meet spiritual needs through those
with whom they have the closest contact (Kealy, 1974).
Nurses are in a key position to assist patients in m e e t 
ing spiritual needs by being with the patient 24 hours a
day (McFarland & McFarlane,

1989).

Gibbs and Lawlis

P
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(1978) concluded from a study of terminally ill cancer
patients that restricting spiritual care only to clergy
inappropriately compartmentalizes the client and doesn't
recognize how spirituality is integrated into every facet
of the patient's life.

Nursing programs teach spiritual

care as a part of holistic care (Brittain & Boozer,
1987), but the teaching tends to focus only on religious
denomination, or on the psychosocial aspects (Buys, 1981;
De Young,

1986; Forbis,

1988).

Statement of the Problem

Nursing has claimed for decades to be holistic in
its philosophy and practice.

Holistic refers to the

physical, psychosocial,

and spiritual integration of a

person (Rogers, 1986).

To be effective, nursing care

must meet the needs of all aspects of the person, not
just the physical or psychosocial

(Putt, 1978).

Even

when spiritual' care has been taught in nursing education
programs, a study by Chadwick (1972) indicated that only
50% actually provide spiritual care.

Reasons for the

lack of spiritual care in nursing have been identified as
embarrassment,

ignorance, conflict with personal values,

discouragement by agencies, or peer pressure (Ellis,
1986; Hill, 1987).
Spirituality is universal

(Carpenito, 1987), and
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spirituality is defined from both existential and
religious perspectives (Carson, 1989; Ellison, 1983;
Paloutzian & Ellison, 1982; Renetzky,

1979).

One

existential definition of spirituality is that it is "a
quality that goes beyond religious affiliation,

that

strives for inspiration, reverence, awe, meaning and
purpose,

even in those who do not believe in God" (Murray

& Zentner, 1985, pp.

224-5).

The spiritual dimension

also encompasses the need for finding answers to ques
tions about the meaning of life, illness and death
(Highfield & Cason, 1983).

Shelley and Fish (1988)

describe spirituality from a religious perspective as the
integration of the whole person in harmony with God and
relationships with other people leading to meaning and
purpose,

love and relatedness, and forgiveness.

The terminally ill indicate a change toward in
creased spirituality when compared with the nonterminally
ill or healthy, and they require more spiritual care than
other patients (Reed, 1987).

Spiritual well-being of

patients is believed to be influenced by the spiritual
care given by nurses (Soeken & Carson,

1986).

The termi

nally ill have expectations of the nurse's role in spiri
tual care (Sarason, 1985; Shelly & Fish, 1988), and "the
nurse is seen as the 'channel' to encourage the patient
to experience the meeting of spiritual needs" (Stoll,
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1989, p. 9).

The International Council of Nurses Code of

Ethics requires documentation about clients' needs and
the actions taken to meet those needs (Shannon,

1980).

Systematic studies have not been published which support
the nurse's implementation of spiritual care on document
ed records.

"Written records are often the 'watchdogs'

for such good health care in the same way that written
financial

ledgers are the 'watchdogs'

for good business

practice"

(Sorrenson & Luckman, 1979, pp. 324-5).

spiritual care were given, it was not recorded.

If
It is

therefore probable that the care was not administered.
Carson and Huss (1979) wrote, "Failure to recognize
the spiritual component of man's biopsychosocial needs
denies the totality of the individual and seriously
affects the individual's well-being" (p. 34).

If the

terminally ill cancer patients have increased spiritual
needs, and spiritual well-being is influenced by the
spiritual

care given by nurses,

it is very important to

investigate the spiritual care that is being provided by
nurses.

This study explored terminally ill cancer

patients' perceptions of the nurse's role in spiritual
care, the patients' spiritual well-being, and documenta
tion by nurses of providing spiritual care.

There is

limited research in the area of the spiritual dimension
of nursing, and this study was done to broaden the data
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base of the subject of spirituality.
generate,

The aim was to

rather than to test hypotheses.

Many studies

have been reported in the literature which identify the
spiritual care interventions considered appropriate by
health care professionals (Blecke, 1963; Carson & Huss,
1979; Dettmore,
Pomilio,

1986; Hess,

1976).

1988; Martin, Burrows &

There are a few studies which address

patients' perceptions about what constitutes spiritual
care and whether nurses provide this care (Hoskins,
Kealy,

1974; Mayer,

1987; Schomus, 1980; Yanosh,

1986;

1966),

but little is written about perceptions of terminally ill
cancer patients.

Slaughter (1979) did study perceptions

of oncology patients to identify spiritual care interven
tions patients reported nurses gave.

The interventions,

and whether given or not, make up the spiritual care role
of the nurse.

In addition to identifying what interven

tions patients identified as being part of the spiritual
care role of the nurse,

Slaughter studied the patients'

perceptions of the importance to the patient of nurses
performing that spiritual care role.

The small sample

size in that study (n=13) makes generalization to a
larger population difficult.
Paloutzian and Ellison (1982) developed a tool for
measuring spiritual well-being.

Soeken and Carson (1986)

and Shelly and Fish (1988) suggested that spiritual w e l l 
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being was correlated with spiritual care.
In order to evaluate the effectiveness of spiritual
care, actual behaviors and actions should be compared
with outcomes

(Kozier & Erb, 1983; Yura & Walsh, 1989).

If the goals and interventions are not recorded on
patients'
1988).

records,

evaluation is hindered (Shelly & Fish,

Documentation of care is essential to effective

nursing (Doenges,

Jeffries,

& Moorehouse,

1984; Shannon,

1980).
The limited studies reporting patients' perceptions
of the spiritual care role of the nurse (appropriateness
and actual receiving of spiritual care intervention),

the

importance to patients of the role of nurses in carrying
out the spiritual care interventions,

the relationship

between spiritual care and spiritual well-being, and
documentation of spiritual care suggested four research
questions.
The research questions are:
1.

What is the patient's perception of the spiritu

al care role of nurses?
2.

What is the importance to the patient of the

spiritual care given by the nurse?
3.

What is the relationship between the spiritual

care given by the nurse and the spiritual well-being of
the patient?

r~
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4.

To what extent did records indicate spiritual

care was given?

Assumptions

The following assumptions underlie this study:
1.

All persons have a spiritual dimension

(Carpenito,

1987; Emmer & Browne, 1984; Moberg,

1979a;

Slaughter, 1979).
2.

A person's spiritual dimension consists of more

than presence or absence of a religious orientation
(Carson,

1989; Ellison, 1983; Michelo, 1988; Murray &

Zentner,

1985; Paloutzian & Ellison, 1982; Renetzky,

1979).

Conceptual Framework

The concept of spirituality is developed using the
framework of systems theory and nursing theory.

General

systems theory "consists of scientific exploration of
'wholes' and 'wholeness"' (von Bertalanffly, 1968, p.
300).

Systems theory impacts on many disciplines and

addresses the interrelatedness of all the parts, includ
ing social roles, behaviors and practices (Johnson, Kast
& Rosenweig, 1973).
Several nursing theorists have used general systems
theory to define the human person and nursing.

An
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individual is made up of many parts or sets of components
which react mutually (Putt, 1978).

"Organisms are best

studied as interacting wholes that are greater than the
sum of their parts” (Sundberg, 1986, p. 7).

Rogers

(1986), in her "Theory of Unitary Human Beings", agrees
that a person is more than just a sum of the parts, but
that the parts interact to maintain balance.

The unit

cannot be broken down into the sum of its parts without
destroying its integrity (Barnum, 1987).

Any change in a

part affects the function of the whole (Murray & Zentner,
1989), "A person is also a part of all that is within and
around him, whether it be a cell, organ system,
society" (Murray & Zentner,

family or

1989, p. 6).

Nursing is a social system, and King (1981) d e 
scribes a social system as "an organized boundary system
of social roles, behaviors and practices"
lists family, religious or belief systems,

(p. 115).

She

education

systems, and work systems as examples of social systems
which involve nursing.

Steele and Harmon (1983) describe

nursing as a major subsystem of the health care system.
"Nurses are caring citizens who have the knowledge and
skill to influence the social settings where they work
and where they live" (Steele & Harmon,

1983, p. 72).

In

her "Theory of Nursing Based on Conservation of Energy",
Levine (1986) states that nurses conserve social
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integrity by assisting with religious needs and by using
interpersonal

relationships.

Spirituality is one aspect of the unified whole of a
person.

The other aspects are the biological and the

psychosocial.

The biological aspect "allows the person

to be in touch with the world through the vehicle of the
senses (touch, taste, hearing, seeing, smelling)" (Stoll,
1989, p. 9).

The psychosocial is "that part of the

person that gives one self-consciousness and personality
through the emotions,
the will....

the intellect, the moral sense, and

The spirit is that p a r t ...described as p e r 

vading all other dimensions of the person" (Stoll, 1989,
p. 9).

The intellect involves wisdom,

knowledge,

and

reasoning, while the emotional involves likes and d i s 
likes (Beland & Passos,

1975).

The spiritual aspect

involves one of three indicators:
tors such as the potential

(1) religious indica

for consciousness of a supreme

being and ability to relate to that higher power and need
for forgiveness

(Shelly & Fish, 1988),

(2) existential

indicators such as love and relatedness and purpose and
meaning in life (Highfield & Cason,

1983), or (3) a

combination of the religious and existential
(Ellison, 1983).

indicators

The nurse influences the spiritual

well-being of the patient and the patient in turn
influences that of the nurse (Shelly & Fish,

1988).
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spiritual

relationship between nurse and patient is

mutual and fosters growth for both the nurse and patient
or patient family (Stiles,

1990).

The investigator

displays these relationships between the biological,
psychosocial, and spiritual dimensions of the human
person.

(See Figure 1.)

Each dimension influences the

others and is in turn influenced by them.
There are few published studies addressing whether
nurses are meeting patients'
spiritual

care.

expectations for providing

Most of the studies reported in the

literature identify the health care provider's percep
tions, not the patients'.

Patients should have input

into their own care (Kozier & Erb, 1983).

This study ex

plored the spiritual dimension of nursing care, in p a r 
ticular how it related to the spiritual well-being of
terminally ill cancer patients, and whether there was
documentation of spiritual care being given to patients.

Summary

There is a need for further research of patients'
perceptions of the nurse's role in spiritual cara and the
spiritual well-being of the patient, since patients have
the right to have input into their own care.

Some nurses

report that they do provide spiritual care, but many
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Figure 1.

The Human Person as an integrated Whole.
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authors report that studies show there is a gap between
what nurses are taught about delivering spiritual care to
patients and the care that is documented on patient
records or reported by patients.

The results of this

study will provide nursing educators and nursing service
information for evaluating the application of nursing
theory about spirituality to actual practice.

Outline of the Study

In Chapter II, spirituality is defined,

and theoret

ical literature and research findings related to the
spiritual dimension of nursing practice are reviewed.
The methodology which was used to carry out the study is
described in Chapter III.

Presentation of the data and

the data analysis narrative are outlined in Chapter IV.
Chapter V includes the implications of the study for
practice and recommendations for further research.
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CHAPTER II
REVIEW OF THE LITERATURE

Introduction

This chapter discusses spirituality, spiritual
needs, spiritual well-being, systems theory and nursing
theory, the nursing process and spiritual care, and
documentation of spiritual care given the terminally ill.
Studies of the spiritual dimension in nursing education
and of the role of the nurse in the spiritual dimension
are reviewed.

Spirituality

Spirituality, or the spiritual dimension, is a broad
concept, and has been defined from diverse perspectives.
One viewpoint is represented by Murray and Zentner (1985)
who defined spirituality as a quality going beyond reli
gious affiliation.

Williams (1985) defines spirituality

as "the human capacity for values and beliefs which
transcend the m a t e r i a l , physical world which provides
personal meaning and integrates all other aspects of
life" (p. 9).

Spirituality is distinct from any specific

religious framework (Simpson, 1986).
plies "to Christians,

Spirituality ap

Jews, Buddhists, Muslims, Hindus,
14
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or agnostics"

(Penrose & Barrett,

1982, p. 38).

There is

a distinction between the term spirituality and religion
(Hill, 1987;

Peterson, 1985). The spiritual

refers to

values and beliefs, while religion is that part of spiri
tuality which provides the practices and rituals for
carrying out those beliefs.

Banks (1980) defines the

spiritual dimension "as a unifying force within individu
als which integrates all the other dimensions (physical,
mental,

emotional,

and social), and therefore plays a

vital role in determining the state of well-being of the
individual"

(p. 201).

Shelly and Fish (1988) represent

those who describe spirituality from a religious perspec
tive as the integration of a person in harmony with God.
Paloutzian and Ellison (1982) speak of spirituality as a
combination of the religious or vertical,
tential or horizontal dimensions.
fined from both perspectives.
integrated systems,

and the exis

Spirituality is d e 

Since people function as

the two aspects would affect each

other and may overlap (Paloutzian & Ellison,

1982).

Religious Aspects of Spirituality

Religion is a formalized system of practicing b e 
liefs and values and is often related to denomination or
sect (Kalish,

1981).

Rosenheim and M uchnik (1984-85)

write of religion as a powerful, integrative process

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.

which operates within the deepest layers of personality.
Religion involves beliefs about the nature of the u n i 
verse.

Religion and medicine have been partners in

health from early history (Hirano, 1978).

Flynn (1984)

noted that religion is the means man uses to deal with
forces and beings not visible in the material world.
Many authors define spirituality within the religious
concept.

Shelly and Fish (1988) define spirituality as

the integration of the whole person in harmony with God
and in meaningful

relationships with others,

meaning and purpose,
ness.

leading to

love and relatedness, and forgive

Ley and Corless (1988) write that spirituality is

a "connectedness to God, to one's neighbor,

to one's

inner self" (p. 101), and "the art of communicating the
love of God to persons at their point of need" (p. 105).
Spirituality is seen as "an integrative force which
synthesizes human personality by providing transcendent
meaning and relationship with God" (Ellison, 1988, p. 1).
Transcendence refers to factors beyond or outside of
one's self, a relationship to a higher being or God
(Stoll, 1989).

Ellison (1983) also wrote:

It is the spirit of human beings which enables and
motivates us to search for meaning and purpose in
life.
To seek the supernatural or some meaning
which transcends us, to wonder about our origins and
our identities, to require morality and equity.
It
is the spirit which synthesizes the total personali
ty and provides some sense of energizing direction
and order.
The spiritual dimension does not exist
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in isolation from our psyche or soma, but provides
an integrative force.... It affects and is affected
by our physical state, feelings, thoughts, and
relationships (pp. 331-332).
Carson (1989) responded to the question of what spiritu
ality is:
Spirituality is my being; my inner person.
It is
who I am, unique and alive.
It is me expressed
through my body, my thinking, my feeling, my judg
ments, and my creativity.
My spirituality motivates
me to choose meaningful relationships and pursuits.
Through my spirituality 1 give and receive love; I
respond to and appreciate God, other people, a
sunset, a symphony, and Spring.
I am driven for
ward, sometimes because of pain, sometimes in spite
of pain.
Spirituality allows me to reflect on
myself.
I am a person because of my spirituality—
motivated and enabled to value, to worship, and to
communicate with the holy, the transcendent (p. 6).

The religious aspect of spirituality may give a
sense of stability, intrinsic strength, and positive view
of living which may enhance health (Harmon, 1985).
During terminal illness, many patients become much more
concerned with their individual relationships with God
(Reed, 1987).

Spirituality has a vertical or God-related

dimension as well as a horizontal facet, which reflects
to others experiences of one's relationship to God
through one's beliefs, values, way of life, and interac
tions with self and others (Stoll, 1989).

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.

18
Existential Aspects of Spirituality

Though spirituality is often associated with a
supreme force, it can be anything the person considers to
be a high value in life (Sims, 1987).

Since atheists

deny the existence of God, they therefore cannot have a
relationship with God, yet they have a spiritual dimen
sion to their lives (Murray & Zentner, 1985; Penrose &
Barrett, 1982).

The spirituality of the atheist involves

finding meaning and purpose and fulfilling one's poten
tial.

Carpenito (1987) avows that "all people have a

spiritual dimension, whether or not they participate in
formal religious practices" (p. 578).
(1985)

write,

Murray and Zentner

"in every individual there seems to be a

spiritual dimension,

a quality that goes beyond religious

affiliation, that strives for inspiration, reverence,
awe, meaning and purpose, even in those who do not b e 
lieve in any god" (pp. 274-275).

The existential aspect

refers to the sense of purpose and life satisfaction, a
stepping back from and moving beyond what is, with no
reference to religion (Ellison,

1983).

Transcendence in

the existential sense does not necessarily involve a
supernatural being, but refers to the self being no
longer content to remain in the same state (Dowdy, 1979).
Humanists do not recognize God as a part of their spiri
tual dimension.

Stoll

(1989) writes:

r.
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Within the humanist framework . . . the God concept
does not constitute a transcendent being or a reli
gious belief framework.
Instead the person has
consciously or tinconsciously chosen values that
become the supreme focus of life and/or around which
life is organized.
These supreme values motivate
people's life-style toward fulfillment of their
goals, needs, and aspirations.
The self-actualiza
tion focus encourages a person toward a spiritual
quest for being on a human plane only. (p. 7)
A sense of meaning and purpose helps a person cope
with deep and painful questions that often accompany
illness (Peterson,

1985).

The spiritual aspect of love

and relatedness allows one to say "even though I am alone
and unable to function in my normal capacities,
still lovable and I have worth and dignity"
1985, p. 24).

I am

(Peterson,

Murray and Zentner (1985) write that "The

spiritual dimension tries to be in harmony with the
universe,

strives for answers about the infinite, and

comes into focus when the person faces emotional stress,
physical illness,

or death" (p. 275).

The ancient Greeks

believed that man was an integration of body, mind, and
spirit, and that any disruption of these facets produces
disease (Sheppard, 1989).
Spirituality refers to the nonphysical and nonmental
part of a person (Hirano, 1978).

Renetzky (1979) de

scribes three essential components of spirituality:
a power within which gives meaning, purpose,
ment;

(1)

and fulfill

(2) the will to live; and (3) a belief in self,

others and a power beyond self which is not necessarily
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called God.

Carson (1989) describes a person's spiritu

ality as intangible motivation and commitment directing
toward ultimate values o£ love meaning, hope, beauty and
truth.

The existential aspect of spirituality exists

along with the religious, and may be the primary facet
for individuals who do not recognize the existence of a
supreme being,

and m ay be less important to those indi

viduals who are deeply religious.
In summary, spirituality includes both the religious
(vertical) and existential
person.

(horizontal) aspects of a

It is a dimension outside of the physical or

psychosocial aspects of a person which interacts with and
integrates the other dimension, to comprise the whole
person.

Spirituality encompasses the individual's values

and beliefs which give meaning and purpose,

love and

relatedness, and transcendence beyond one's self or to a
higher being as interpreted by the i n dividual.

Spiritual Needs

Spiritual needs are experienced from both religious
and existential

reference (Hill, 1987).

Spiritual needs

cannot be directly observed or measured but are inferred
from a person's behavior (Stoll, 1989).

Stallwood

(1975), defines spiritual need as "the lack of any factor
or factors necessary to establish and, or maintain,

a
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dynamic, personal relationship with God" (p. 1088).
Shelly and Fish (1988) define spiritual needs from three
perspectives:

(1) need for meaning and purpose,

for love and relatedness,

(2) need

and (3) need for forgiveness.

Penrose and Barrett (1982) define spiritual need as being
a concern with one's relationship or lack of one's rela
tionship with God.

Yanosh (1966) defines a spiritual

need as '' a deficiency in man's dynamic personal rela
tionship with G od” (p. 12).

Kealy (1974) defines a

spiritual need as "a requirement of the spirit or inner
core (immaterial nature) of a person which is necessary
for harmony of that person with God, self, others, and
the universe" (p. 3).

Jacik (1989) discusses spiritual

needs as needs for forgiveness and reconciliation,

prayer

or religious services, spiritual assistance at death, and
peace.
Spiritual needs have also been described in terms of
distress of human spirit (Kim, McFarland & McLane,

1987).

Spiritual distress or spiritual needs can occur at any
time when there is an inability to practice religious
rituals or there is a conflict between beliefs and pre
scribed health regimens.

Carpenito (1987) describes

spiritual need or distress as "the state in which the
individual is at risk of experiencing a disturbance in
the belief or value system which provides strength, hope,
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and meaning to life" (p. 577).

Slaughter (1979) writes

about spiritual need:
Any factor that influences the religious concerns
from structured system of beliefs and rituals, that
influences the internal condition of the individual
in his perception of the unseen and eternal, or that
influences the relationship to a supreme being as
defined by the individual (p. 7).
In summary,

a spiritual need is a factor which may

interfere with or conflict with a person's beliefs or
religious practices or with a person's relationship with
God.

Spiritual needs are inferred from behavior.

Spiritual Well-Being

"Spiritual well-being deals with the adequacy with
which persons or groups reflectively transcend the
structures of every day existence and appropriate the
meaning, values and symbolic resources available to them"
(Brewer,

1979, p. 109).

Spiritual well-being is a per

sonality attribute or a subjective perception of a cur
rent quality of life (Dirksen, 1989; Pehring, Brennan,
Keller,

1987).

&

A critical indicator of a person's spiri

tual well-being is the degree of hope which is expressed
verbally or inferred from behavior (Williams, 1985).
Overt or covert expressions of hope or lack of hope may
be assessed by the presence or absence of internal re
sources, presence or absence of unusual means of fulfill
ing spiritual needs or statements about God, values or
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beliefs.
Investigators into spiritual well-being suggest
possibilities for contributing to quality of life
(Moberg, 1979).

Spiritual well-being,

like spirituality,

has both a religious and an existential dimension and is
a reflection of how a person perceives and expresses the
current quality of life in relation to God or to a nonre
ligious sense of life purpose or life satisfaction
(McFarland & McFariane,

1989; Paloutzian & Ellison,

1983).
Paloutzian and Ellison's SWB scale (1983) itemized
20 indicators of spiritual well-being.

Because the

majority of persons studied by these authors were Chris
tians, and it was expected that the majority of subjects
in this study had been influenced by Christianity,

it was

considered appropriate to use religious terms that would
likely be understood by the subjects.
of religious well-being:
with God,

Ten indicators are

(1) satisfaction with prayer

(2) belief that God loves and cares about the

individual,

(3) belief that God is personal and interest

ed in daily situations,

(4) belief that there is a per

sonally meaningful relationship with God,

(5) belief that

personal strength and support come from God,

(6) belief

that God is concerned with the individual's problems,
belief that the individual's personal

(7)

relationship with
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God is fulfilling,

(8) belief that the relationship with

God helps one not to feel lonely,

(9) belief that the

individual is most fulfilled in close communication with
God, and (10) belief that the relationship to God con
tributes to a sense of well-being.
Ten items which reflect existential well-being are:
(1) knowing who one is, where one came from,
is going;

or where one

(2) belief that life is a positive experience;

(3) feeling of being settled about the future;
ing fulfilled and satisfied with life;

(4) feel

(5) having a sense

of well-being about the direction one's life is headed
in;

(6) enjoying much about life;

the future;

(7) feeling good about

(8) feeling that life is not full of conflict

and unhappiness;

(9) feeling that life has meaning; and

(10) having a belief that there is a purpose in one's
life.

For individuals who have a belief in a supreme

being,

the religious indicators would have most relevance

to spiritual well-being.
any deity,

For those who do not believe in

the existential

indicators of spiritual w e l l 

being would be most appropriate.

Since many individuals

possess both a religious and an existential

aspect, a

combination of all 20 indicators gives a more complete
picture of spiritual well-being.
In summary,

spiritual well-being is not a directly

observable phenomenon.

Spiritual well-being is either
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inferred from behavior or is a person's subjective
perception of satisfaction with the spiritual dimension.
Spiritual well-being has a vertical or religious dimen
sion which refers to the relationship with God or higher
being.

The horizontal or nonreligious dimension refers

to relationships with the world around one and to a sense
of life purpose and satisfaction.

Systems Theory and Nursing Theory

General systems theory impacts on many disciplines
and has certain characteristics,
discipline

no matter what the

(Johnson, Kast & Rosenzweig,

1973). According

to von Bertalanffy (1968), the components of a system
start out separate,

then form connections by which all

components interact.

The system acts as a whole,

and

inadequate function of a part results in dysfunction in
the system (Putt,

1978).

A multiplicity of variables reacts in an orderly
process, but the outcomes are not predictable because of
the infinite number of variables

(Putt,

1978).

All sys

tems are organized units which are mutually interacting
and interdependent

(Buckley,

1974; von Bertalanffy,

1968).

1968; Gegch,

1978:

Stein,

There is a purpose or

usefulness of arrangements of units to serve needs, and
all components relate to each other (Boguslaw,

1982).
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The individual tends to strive to maintain equilibrium,
or homeostasis, within and between parts (Moore & Moore,
1983).
The suprasystem includes people, things,

and re

sources outside the individual which affect and are af
fected by the individual
King (1981) writes,

(Schuster & Ashburn,

1980).

"A social system is defined as an

organized boundary system of social roles, behavior, and
practices developed to maintain values and mechanisms to
regulate the practices and rules" (p. 115).
social systems in which nurses interact are:
system,

(b) religious or belief systems,

Examples of
(a) family

(c) educational

systems, and (d) work systems.
Using the general systems perspective, patients must
be viewed as holistic.

Holistic refers to the belief

that the whole is equal to the results of interactions
within and between each of the parts or subsystems.
Overload or deprivation of any of the subsystems may be
detrimental

to efficient functioning of the whole, and

either extreme can lead to a breakdown of the system
(Putt, 1978; Schuster & Ashburn, 1980; Williams,
Stoll

1980).

(1989) views the patient as a system having

three major subsystems:

(1) the biological,

psychosocial, and (3) the spiritual.

(2) the

To be effective,

nursing care must meet the needs of all aspects of the

r ~ "
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person (Putt, 1978).

The nurse represents one aspect of

the suprasystem or environment of the patient.
of the suprasystem,
the patient.

As a part

the nurse affects and is affected by

"Nursing, as a major subsystem of the

health care system, commands a unique position that would
allow the profession to influence strongly the direction
that health care delivery will follow" (Steele & Harmon,
1983, p. 193).
Not all patients and families will respond in the
same way to holistic nursing interventions.

Wegman and

Ogrinc (1981) write:
Nurses must realize that many, perhaps most families
will not respond the way nurses think they should,
even with attempts at holistic nursing care.
In
such cases, nursing must also accept the families'
decisions, while not reacting at a personal level
(p. 47).
In "Theory of Modeling and Role Modeling", Erickson
(1986)

says the aim of nursing is to move toward holistic

health in which body (biological), mind and emotion
(psychosocial), and spirit are a total unit, and that
they act together.

Levine (1986) in her "Theory of Nurs

ing Based on Conservation of Energy" says,

"Nurses ful

fill professional roles, provide for family members,
assist with religious needs and use interpersonal rela
tionships to conserve social integrity" (p. 337).
In summary, holistic nursing stems from systems
theory and nursing theory which describe an individual as
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a system within a suprasystem, and the concept that the
individual is composed of the biological, psychosocial,
and spiritual subsystems.

The subsystems interact to

gether and with the environment within multiple social
sys t e m s .

The Nursing Process and Spiritual Care

Nursing is based on a systematic, problem-solving
method grounded in nursing theory and research.

The

paradigm accepted by the profession of nursing for pro
viding consistent,

research-based nursing care to p a 

tients is called the nursing process.

The nursing pro

cess is a person-centered, holistic approach to providing
assistance to patients in functions the persons would
ordinarily perform for themselves personally and private
ly if they were able (Kozier & Erb, 1983;
1987;

Sundberg,

Potter & Perry,

1986).

The nursing process consists of five steps or phases
for providing nursing care:
or nursing diagnosis,

(1) assessment,

(3) planning,

(2) analysis

(4) intervention or

implementation, and (5) evaluation (Iyer, Taptich &
Bernocchi-Losey,
Murray & Zentner,

1986; Kozier, Erb & Bufalino,
1985; Yura & Walsh, 1989).

1989;
The nursing

process is used to design and carry out plans of care.
Plans provide direction and time frames for activities
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for continuity of care and for a sense of achievement
(Doenges,

1984).

Assessment

The first step of the nursing process is to assess
the patient.

Assessment data are collected by obtaining

a patient history, by observation,

by obtaining subjec

tive data from the patient and family, and collecting
information from records and other health care team
members

(Murray & Zentner,

Stoll, 1979).

1989; Norton & Miller,

1986;

In order to objectively assess a patient's

spiritual status,

"a nurse comes with no preconceived

ideas or expectations about a patient's relationship with
God"

(Shelly & Fish, 1988, p. 58), so that the nurse may

intervene more specifically and individually at the
patient's level of spirituality.

Since the patient's

beliefs and values can affect attitudes toward treatment
and rate of recovery,

spiritual beliefs are a legitimate

assessment item (Barry, 1984; Pumphrey,

1977).

It is

important for nurses to identify religious groups, denom
inations or sects and the impact of their beliefs and
practices on health care, but they must also assess
religious meaning and existential, non-religious values
(Golub,

1988).

Nurses need to be aware of what factors

have meaning and purpose for the patient and what factors
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the patient £inds leads to satisfaction.

Frequently,

assessment of spiritual needs is limited to very superfi
cial questions about how a person's religion is expressed
through rites and rituals (Highfield & Cason, 1983).
Carson (1989) writes:
It is common for nurses to believe that they have
assessed spiritual needs when in reality they have
only inquired about a client's membership in a
particular religion.
This information, though
important, does not reveal deeper feelings about the
meaning of life, love, hope, and forgiveness, which
are the basis of spirituality.
An individual might
belong to and be active in a particular religion and
never have contemplated his or her spiritual nature.
On the other hand, not belonging to a formal reli
gion does not rule out a client's spiritual needs
(p. 155). .
Patients generally see nurses as caring, helping
people and may find it easier to talk to nurses about
their spiritual

concerns (Forbis, 1988).

It is not

appropriate to eliminate spiritual care from the nurse's
function just because not all patients desire the care
any more than one would eliminate all cast care from
routines because not all patients have broken bones.
Nurses should also observe nonverbal behaviors and
their effects,

such as reading religious materials,

praying, or meditating.

Observation should be made of

the quantity and quality of interpersonal

relationships

in which the client is involved to determine whether the
patient has a support system (Carson,

1989).

Since

spiritual values may be emotionally-laden for both the

r~
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patient and the nurse, a nurse-patient relationship
should be established before interviewing the patient
about spiritual values

(Stoll, 1979).

Allowing time to

establish a trusting relationship permits more effective
and meaningful assessment and intervention (Peterson,
1985).

Analysis or Nursing Diagnosis

The analysis or nursing diagnosis phase includes
interpreting the assessed data to determine needs for
spiritual care by the nurse.

A statement which identi

fies problems and possible etiologies is written.
statement is called a nursing diagnosis.

The nursing

diagnosis describes an actual or potential
one's life processes
Williams

(Carpenito, 1987).

This

alteration in

According to

(1985), a "proper diagnosis of problems is

essential to appropriate intervention" (p. 26).

Nurses

must make a conscious attempt to divorce their own b e 
liefs and values from the interpretation of the patient
assessment.

"To deal effectively with a person's spiri

tual needs, the nurse must recognize her own beliefs and
values,

acknowledge that these values may not be effec

tive for others, and set her own values aside when help
ing the individual meet his perceived spiritual needs"
(Carpenito, 1987, p. 579).

Many patients have religious
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beliefs and are anxious to discuss them, but it is not
the professional's role to indoctrinate (Clouser, 1980).
The nurse must not use the vulnerability of the terminal
ly ill patient to try to change the patient's beliefs or
values.

"Ultimately it is the patient's spirituality and

not the caregivers'

that must be the guide" (Ley, 1988,

p. 109).
Carpenito (1987) reports the acceptance by the North
American Nursing Diagnosis Association,
study,

in their 1980

of spiritual distress as a diagnostic category.

She further defines spiritual distress as "The state in
which the individual experiences or is at risk of experi
encing a disturbance in the belief or value system which
provides strength, hope and meaning to his life" (p.
577).

Proposed etiologies are:

tice spiritual

rituals,

(a) inability to prac

(b) conflict between religious or

spiritual beliefs and prescribed health regimen, and (c)
crisis of illness or suffering,

or death.

"In actual

practice the nursing diagnosis is a short statement
describing what a nurse has assessed as a patient problem
within the realm and responsibility of nursing

. . . and

forms the basis of planning and implementation" (Shelly &
Fish, 1988, pp.

83-84).
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Planning

After arriving at an appropriate nursing diagnosis,
the nurse is ready to begin the planning phase.

A plan

of care is needed for continuity of care and communica
tion with other members of the health care team (Carson,
1989; Shelly & Pish,

1988).

In order to determine the

most appropriate plan of care, the nurse and patient
mutually establish goals.
mize spiritual distress.

The overall goal is to m i n i 
Goals must clearly delineate

expected outcomes so that progress and achievement of
goals can be monitored (Carson, 1989).
Once goals have been established, plans are made for
specific interventions which facilitate meeting the
goals.

Since each patient is a unique individual, and

spirituality is so complex,

there can be no standard list

of interventions which will be appropriate for all pa
tients

(Carson, 1989).

Interventions must be based on

the assessment of each patient's identified spiritual
needs.

The nursing care plan outlines the p a t i e n t ’s

spiritual needs and plan of interventions to meet each of
them, including the person or persons on the health care
team most appropriate to implement the care (Shelly &
Fish, 1988).
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Implementation or Intervention

The next step of the nursing process is to implement
the plan of care that was written.

Nurses can provide

spiritual care in its broadest sense even if they are
unable to address specific religious questions
1989).

(Carson,

The most important intervention is to treat

individuals with dignity and respect, whatever their
spiritual

orientation (Peterson,

1985).

How and what

nurses communicate to patients makes a difference in the
patients'

successes at unraveling concerns,

spiritual distress
the simple,

(Thorne,

1988).

such as

Lane (1987) says that

living presence of the nurse facilitates the

patient's reflection and work of the human spirit.
spiritual

The

care role of the nurse is to be available to

help patients cope with pain and suffering,

to find

meaning in illness,

and to use it as a source of strength

(Slaughter,

Nurses must guard against taking

1979).

advantage of a captive audience or of any attempts to
proselytize (Burnard,

1987; Dettmore,

1984).

Many nursing interventions fall into seven broad
categories:

(1) use of self,

(2) prayer and meditation,

(3) use of scripture or other spiritual

literature,

facilitating participation in religious rituals,

(4)

(5)

assisting the patient to find purpose and meaning in
life, and (6) referral to clergy (Carson,

1989; Shelly &
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Pish,

1988), and (7) use of humor (Bellert, 1989).

Use of Self

Therapeutic use of self in providing spiritual care
includes the nurse's presence,
vulnerability,

humility,

Shelly & Fish,

1988).

listening,

and commitment

touch, empathy,

(Carson,

1989;

Carson (1989) writes that the

nurse's presence with the patient touches the patient's
spirit,

just as a cool hand touches a fevered brow.

Listening is an art and acquired skill and is an active
process of using all the senses to concentrate on the
patient.

Preconceptions,

distractions,

anxiety, personal values,

and differing word meanings provide barri

ers to effective listening.
hand in hand.

Empathy and vulnerability go

Nurses allow the patient to touch the core

of their person when they allow themselves to experience
the emotions and intellect of the patient, making the
nurse vulnerable to pain and rejection, but also becoming
a personal

reserve of strength,

those in need.

faith,

and courage for

Nurses express humility by recognizing

that they do not have all the answers and when accepting
the realization that sometimes another person can better
meet the patient's spiritual needs.

Commitment requires

that the nurse be willing to be available to be used
therapeutically to provide spiritual care for as long as
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the patient has a need £or this spiritual support
(Carson,

1989; Shelly & Fish, 1988).

Prayer and Meditation

Prayer has been described in many ways and can take
a number of forms.

Illness may disturb a patient's

ability to pray (Carson,
her study of patients'

1989).

Dettmore (1986) found in

expectations of nurses that they

want nurses to pray with them.

Many authors list prayer

as an appropriate nursing intervention to meet a specific
spiritual need (Beland & Passos,
Carson & Huss,

1979; Conrad,

1975; Carson,

1985; Dettmore,

1989;

1984,

1986;

Kozier et a l ., 1989; Martin et a l ., 1976).
Before using prayer as an intervention to help a
patient meet spiritual needs, a few guidelines are indi
cated. Carson (1989) writes:
First, prayer or any spiritual intervention is never
used out of intuition, but instead follows a careful
assessment that has revealed the presence of a
spiritual need.
Second, prayer is never to be used
as a substitute for the nurse's time and presence.
Prayer is instead an adjunct to the nurse's use of
self to meet the client's needs.
Third, prayer is
never used to meet the nurse's personal needs but to
facilitate the client's relationship with God.
Finally, prayer is not used to communicate a magical
view of God that conveys a false sense of hope and
expectation (p. 169).
It is important to get patients'
would like to pray.

input into how they

Some feel that spontaneous prayers

are disrespectful to God and would like formal prayers,
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perhaps only to be delivered by the clergy.

The nurse

needs to know the patient and keep a rule of using short,
simple prayers (Shelly & Pish,

1988).

Use of Scripture or Spiritual Literature

The reading of Scriptures or other spiritual
materials is appropriate when it is used in response to a
careful assessment of patients' needs.

The patient may

select a favorite passage or ask the nurse to make the
choice (Carson,

1989).

The timing should be appropriate

to the patient's schedule and condition and should be
brief, unless the patient chooses otherwise (Shelly &
Pish,

1988).

Assisting with Religious Rituals

When patients are ill or hospitalized,

they may not

be able to participate in their usual rites and rituals
or attend customary religious meetings or services.

The

nurse can provide spiritual care by arranging activities
and diet to conform to religious beliefs,

or arranging

for the patient's own spiritual

leader to perform reli

gious rituals at the hospital.

The nurse would respect

and protect the patient's spiritual articles or symbols
and schedule care to provide the patient with privacy for
prayer, meditation,

religious reading or religious
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ceremonies (Carson,

1989).

If nurses feel uncomfortable

or unprepared to use prayer or Scripture with a patient,
they need to find the appropriate person to intervene
(Piles, 1989).

Assisting to Find Purpose and Meaning in Life

Nurses can encourage patients to find purpose and
meaning in life by demonstrating caring.

A patient feels

valued when nurses take time to share their presence and
listen to patients concerns
1976).

(Martin, Burrows & Pomilio,

When nurses allow patients to reminisce about

past accomplishments,

they help them recognize purpose

and meaning in their experiences.

Holding a patient's

hand may help reduce the sense of isolation from me a n i n g 
ful relationships that many terminally ill patients
e xperience.

Referral to the Clergy

Since nurses are not the authority in religious
matters,

they may find that the most appropriate inter

vention for many patients is to ask if patients would
appreciate a referral to the clergy, and they should view
this spiritual
team.

leader as a vital part of the health care

If the patient has no local church affiliation,

the hospital chaplain may be called if the patient

r~
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desires
Fish,

(Beland & Passos,

1988).

1975; Carson,

1989; Shelly &

Many large hospitals and medical centers

have pastoral care sta£f available 24 hours a day.
patients prefer to have their own spiritual
fied.

Some

leader noti

Referrals should not be made without the patients'

agreement.

Even when clergy assist the patients, the

nurses should continue to evaluate whether the patients'
needs have been met and take steps to intervene again
when a spiritual need exists.

Use of Humor

Humor is a potentially useful nursing strategy which
is not being fully utilized by nurses
Stiles

(1990) writes,

239).

1990).

"It amazes people when they realize

that they can be dying and laugh.
that it is okay,

(Summers,

When they find out

it can be absolutely marvelous" (p.

Humor is a therapeutic approach which is appropri

ate for patients who are experiencing helplessness,
hopelessness,

uncertain futures,

or impending death

(Hinds,

1987; McCafferty,

1990; Osterlund,

1987).

Humor helps release anxiety and tension and is an

effective communication tool.

1983; Raber,

At a time when patients

may feel their care is impersonal and dehumanized, the
use of humor is one strategy to decrease anxiety stemming
from stressful and unfamiliar healthcare (Simon,

1989).
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In a study done by Simon (1989), the conclusion was drawn
that coping humor is predictive of morale or well-being.
Some specific humor interventions suggested by Simon
(1989) are:

sharing cartoons,

jokes, and humorous

anecdotes; having comedic videocassettes available;
arranging visits of therapeutic clowns; and creating a
humor photobook.

As with any other nursing intervention,

humor as a strategy should be used only after a careful
assessment of the patient.

Lieber (1986) identified

timing, receptiveness and content as three criteria for
determining when humor is appropriate.

Evaluation

Actual behaviors and actions that the patient dis
plays should be compared with the expected outcomes of
the goals for spiritual care.

Failure to meet goals

requires a further evaluation of appropriateness and
effectiveness of the nursing interventions and often a
reassessment of the patients spiritual needs (Kozier &
Erb, 1983; Yura & Walsh,
In summary,
es:

the nursing process includes five phas

(1) assessment,

planning,

1989).

(2) analysis or diagnosis,

(4) intervention,

and (5) evaluation.

(3)
A formal

plan of care is developed and implemented using the
nursing process to ensure communication and continuity of
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spiritual care.

Documentation of Spiritual Care

Nursing standards require that nurses document on
patient records the care provided related to each nursing
diagnosis (Norton S Miller, 1986; Potter & Perry,
Sundberg, 1986).

1987;

The International Council of Nurses

Code of Ethics requires documentation about patient needs
and actions taken to meet those needs (Shannon, 1980).
The nurse is responsible for ensuring that all informa
tion needed for care of the patient is communicated.

"If

a vital piece of information has not been recorded or is
illegibly written or poorly organized,

the client's care

may be less effective" (Potter S Perry, 1987, p. 130).
Recording not only ensures continuity of care, but docu
ments that the care was actually given (Sundberg, 1986).
In order for all nurses involved in the patient's care to
make decisions related to that care, they need to have
available all relevant information (Wright,

1987).

Nurses are responsible for acts of omission as well as
commission (Simpsen,

1986).

In summary, nurses must document care for each
patient related to each nursing diagnosis.

Written

records verify that care was given and communicate infor
mation needed to make decisions related to a patient's

r
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care.

Spiritual Care and the Terminally 111

Kubler-Ross

(1975) explored patients in the process

of dying and described the stages people go through from
diagnosis to death.

She described sequential stages of

dying as denial, anger, bargaining, depression, p repara
tory grief, and acceptance.

Not all experts in the care

of the terminally ill agree with these very circumscribed
stages, but her descriptions of various reactions to
dying have been validated.
process is helpful

An awareness of the dying

for nurses in planning care for termi

nally ill cancer patients.

It would be erroneous to

assume that all patients pass through the stages of dying
in the same orderly fashion (Jacik, 1989).

A complete,

careful assessment is needed.
Nurses do not always identify with their dying
patients because they have not wished to consider their
own mortality and avoid thinking about death.

Death

produces anxiety for such nurses and they are often
uncomfortable with dying patients.

Jacik (1989) writes

that "This is evidenced by the avoidance syndrome,

a

decreasing level of communication between doctors,
nurses, and the dying, and medical practices that are
bent on preserving life when the prolongation of dying is
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the only observed outcome" (p. 256).

Collins (1983) says

that "Despite all that is written and spoken about death,
cultural

trends tend to moderate our direct emotional

involvement with the dying" (p. 1970).
universal

An almost

request of dying patients is that they not be

left alone to die (Jacik, 1989).
being abandoned,

Besides the fear of

the person with cancer faces a future

marred by the prospect of a shortened life and the possi
bility of a slow, painful death (Quint, 1963).
Patients search for meaning and purpose to life,
both past and present (Conrad,
emotional

1985; Kalish,

1981).

Two

responses often observed in cancer patients are

guilt and anger.

Conrad (1985) says patients may feel

guilt because they have failed to fulfill expectations
for themselves,

or because of acts of omission or commis

sion toward themselves or others, and they need a sense
of forgiveness.

Martocchio (1987) says the dying person

senses guilt because of feelings of incompetence or
responsibility for wrong-doings or losses that have
occurred.

Guilt is especially displayed when the type of

cancer is one that is thought to be precipitated by a
person's life style or habits.

Martocchio (1987) also

describes anger as a common emotional

response to a

thwarted goal and may be displaced to other objects such
as nurses and family.

r~
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McNally,

Stair and Sommerville (1985) write "While

living with cancer,

the client and family manage stress

in their individual physical, psychological and spiritual
capabilities and their value systems" (p. 61).

Nurses

should respect patients' preferences for choice of coping
and support the patient's coping strengths
Hatfield, Geggie,

& Taylor,

1983-84).

(Hatfield,

Family,

and depth of religious faith provide support
Dustin,

1985-86).

friends,

(Eggerman &

"As these people face their own deaths

or the deaths of others, their concepts of immortality
will become part of their patterns of coping"
1981, p. 108).

(Kalish,

Individuals who lack spiritual beliefs

are at risk for ineffective coping (McNally et a l .,
1985).

There is a need to assess the effect of a

person's religion on feelings of death and dying.

Atten

tion to a dying patient's spiritual needs will follow the
steps of the nursing process, and interventions to d e 
crease spiritual distress should be applied as appropri
ate to the individual assessment of spiritual needs.
The dying patient may have some special needs.
Death is often linked to pain, suffering,
deterioration.

and physical

Interventions directed at pain relief are

important (Jacik,

1989).

Though analgesics have an

important role in pain control, many of the spiritual
care interventions have proved effective.

Casciato and
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Lowitz (1983) write, "Merely being there and holding the
patient's hand probably palliates the psychological
discomfort of dying" (p. 110).

Oakes (1989) surveyed 18

patients who were admitted to an oncology unit for pain
control and found that 25% said they found pain relief
through prayer.
In summary, dying patients go through stages of
dying, but they do not all progress in the same way.

It

is important that spiritual needs be assessed for the
individual dying patient and nursing interventions pre
scribed appropriately.

Special attention should be given

to supporting the patient's own coping strategies.

Studies of the Spiritual Dimension
in Nursing Education

The spiritual dimension is not a new concept in
nursing education.

Church-related schools have included

courses on spiritual care or have integrated spiritual
concepts into the nursing curriculum during the entire
history of nursing education.

In the 1960s, nursing

education was moving from hospital bases to the college
and community college setting and away from church con
nections.

Banks (1980) investigated the perceptions of

health educators regarding the spiritual dimension of
health and the extent to which the concept of spirituali
ty should be incorporated into health education
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professional preparation.

A survey of 56 experts in

health education or doctoral candidates in health educa
tion was conducted using the Delphi technique.

Data from

this study indicated that a majority of respondents
believe that there is a spiritual dimension in health,
and that the spiritual dimension should be included in
health education professional preparation programs.
Piles

(1980) surveyed baccalaureate and associate

degree programs which were randomly selected from schools
accredited by the National League for Nursing.

She found

that there was agreement that nursing is holistic and
that the spiritual dimension should be included in n u r s 
ing curricula.

She found that the spiritual dimension

was not widely addressed,

or that it was treated as a

subcategory of the psychosocial nature.

Nurses may not

know how to provide spiritual care.
Buys (1981) writes that most nurses in her study
report that patients have tried to express spiritual
concerns at some time, but that the nurse has not permit
ted them to do so.

She concluded that nurses had not

been taught as much about spiritual assessment and inter
vention as about biological and psychosocial interven
tion, and they felt uncomfortable dealing with patients'
spiritual needs.

A series on spiritual care was insti

tuted at a hospital, and nurses received nine continuing

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.

education units £or the course.

Participants reported

more comfort in recognizing and responding to patients'
spiritual needs.
Highfield and Cason (1983) found that nurses were
limited in abilities to recognize signs of spiritual
needs.

They write that nurses generally classified only

specifically referenced religious beliefs and practices
as the spiritual dimension.

Nurses also identified the

spiritual dimension as part of the psychosocial dimen
sion.
Some hospitals recognize the lack of nurses'
ration in providing spiritual care.

prepa

Emmer and Browne

(1984) describe a program instituted at a 567-bed commu
nity-based teaching hospital

in Milwaukee.

The goal of

the program was "to introduce education and socialization
means to formalize nursing's role in the spiritual care
of patients"

(p. 64).

The program did not aim to usurp

the role of the pastoral care staff, but to enable nurses
to meet immediate needs.

Nurse's and pastoral

care staff

worked together to provide for effective spiritual care.
A similar program was started at a Houston hospital
(Ellis, 1986).

After a series of classes which included

no tests or grades, nurses reported they felt better
equipped to identify and meet patients'

spiritual needs.

An elective course in hospice nursing was designed
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at the College of New Rochelle (Lev, 1986).

Included in

the course was the philosophy that the belief system of
the patient and family is important to the dying patient
and should be supported.

Caregivers must assess the

patient's view of life and death.

"Although patients

differ in their need to find meaning in life and death,
defining why to go on living strengthens people's ability
to bear the how of their existence"
Carson, Winkelstein,

Soeken,

(p. 242).

and Brunins

(1986)

evaluated the effectiveness of an elective course on
spirituality at the University of Maryland.

A question

naire about religious beliefs and a standardized spiritu
al beliefs questionnaire were administered to 176 junior
nursing students before and after taking the elective
course in the spiritual dimension of nursing practice.
At the completion of the course, students increased their
scores on four of the seven subscales.

When compared to

students who took other nursing electives,
higher on the four subscales,

they scored

but there was no signifi

cant difference in perceptions of religiosity.
researchers concluded that the students'

The

attitudes toward

spiritual needs of patients were changed by the course.
They also hypothesize that the content of the course
could be integrated into nursing curricula.
In summary,

it is generally acknowledged by nurses
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and nurse educators that inclusion of the spiritual
dimension is important in nursing curricula.

Few evi

dences have been uncovered that demonstrate that the
spiritual dimension is widely taught in nursing programs,
except as a subset of the psychosocial dimension.

Nurses

and nursing students who have taken courses in the spiri
tual dimension of the nursing practice have reported that
they feel better equipped to meet patients'

spiritual

needs.

Studies of the Role of the Nurse in the
Spiritual Dimension

Many authors have written about and researched the
spiritual dimension of nursing.

Reports of the findings

of some of these studies are reviewed in chronological
order.

The early researchers had little literature to

consult and a lack of instruments to test or evaluate
nurses'

and patients' perceptions of what spiritual care

was or should be.
Blecke (1963) developed a tool in the form of a
questionnaire for testing the response of nurses regard
ing appropriate nursing actions in selected clinical
situations involving the spiritual needs of patients.
Questions were derived from personal experiences of
nurses and from related literature from other fields. A
questionnaire with 34 items was presented to a jury of

f
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three chaplains and four professional nurses.
chaplains represented three major religions.
categorized the items in three divisions:
without change,
deleted.

The three
The jurors

(1) accepted

(2) to be improved, and (3) to be

A 50% percent agreement to a response served as

a baseline for acceptance of the items.
nal items,
tionnaire.

From the origi

25 were retained for the final revised ques
The questions were fairly equally divided

between Catholic, Protestant,

Jewish, and existential

situations.
Yanosh (1966) did a descriptive study of patients to
investigate how patients perceive the concept of spiritu
al needs.

The sample consisted of 20 surgical patients

with predominantly Christian background who were inter
viewed by the investigator.

The terms used by the p a 

tients to describe spiritual needs with the frequency of
the responses in parentheses are:

God (18), faith in God

(17), prayer (12), church (14), Bible (10), personal
relationship with God (10), Jesus Christ as Lord (6),
man's spirit or soul

(5), Holy Spirit (5), obedience in

words and actions (4), priest intercession,

or confession

(3), superior power but not necessarily God (2), commun
ing with nature (1), and sin as inherent in man's nature
(1).

Next the patients were asked how the nurse could

help them with their spiritual needs.

The responses
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which referred to qualities the nurse should have, with
frequencies in parentheses are:

be interested (14),

listen (12), know the individual patient

(10), be under

standing (7), be sincere (5), show concern (4), be of the
same faith (4), be considerate (2).
ed to actions of the nurse are:

The responses relat

explain what services

are available and help contact clergy (5), explain medi
cal and routine treatments (4), read the Bible to the
patients (4), refrain from imposing own beliefs on p a 
tients (2), and cannot help meet a patient's spiritual
needs (1).

Many of the patients'

responses refer to

nursing qualities and interventions that are not specific
to meeting spiritual needs, but do help to meet them.
Stallwood (1969) did a descriptive study of
patients'

awareness of their spiritual needs.

nience sample consisted of 90 participants

The conve

(49 males and

41 females) from two general hospitals who agreed to
participate.
Catholic,

The sample included 73% Protestant,

24%

6% Jewish, and 6% no religious affiliation.

Patients were surveyed using a questionnaire and an
interview.

Of the subjects, 84% believed a person who is

ill thinks more about a relationship to God,

40% believed

that a nurse could help with spiritual needs, 25% were
unsure, 35% believed nurses are not qualified,

and 58%

thought nurses were too busy to give spiritual care.
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Nursing interventions thought appropriate to assist a
patient with spiritual needs, with percentage of respon
dents in parentheses are:

refer to clergy (57%), pray

with patient (25%), talk with patient about God (27%),
read Scriptures to a patient
cern,

cheer (91%),

(25%), show kindness,

con

listen to a patient talk about God

(40%), encourage patient to talk (77%), and obtain Scrip
tures for patient

(24%).

Chadwick (1972) surveyed 34 hospital nurses,
ly selected,

representing all three shifts.

All

random
34

respondents believed that patients have spiritual needs.
Seventy-five percent reported they would feel comfortable
either reading a Bible or praying with a patient,
stated they had never done either.

yet 50%

Approximately 60%

replied that they would like further education in meeting
spiritual needs.
Kealy (1974) conducted a descriptive study of p a 
tients to determine what patients perceive as their
spiritual needs and whether nurses play a significant
role in ministering to spiritual needs.

Nurses were

surveyed to determine how they view their role in admin
istering spiritual care.

Subjects included 23 nurses who

were randomly selected from medical-surgical divisions at
four hospitals.

Using the same hospitals,

were randomly selected.

40 patients

Thirty-two patients were
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Protestant,

2 were Catholic,

they had no religion.

1 was Agnostic, and 5 stated

Of the patients interviewed,

believed in immortality,

and 75% found prayer,

books and clergymen's visits helpful.

62%

religious

Over 50% thought

illness had a spiritual meaning or purpose.

The majority

of the patients recognized some source which gave them
inner strength to help them cope with life's problems.
None of the patients interviewed stated that he or she
had been helped spiritually by a nurse.

Two thirds of

the nurses had been educated in nonsectarian schools.

To

pray with or for a patient was considered appropriate by
87.5% of nurses from sectarian schools and 80% of those
from nonsectarian schools.

Answering questions about God

or religion was considered in the nurse's province by
62.5% of sectarian graduates and 60% of nonsectarian
graduates.

Only 12 of the nurses felt able to assist

patients of religious faiths other than their own to
fulfill spiritual needs,

yet 21 nurses felt they should

assist all their patients,

indicating that eleven of the

nurses had not had sufficient preparation for giving
spiritual

care.

Slaughter (1979) reports a correlational descriptive
study designed to operationalize the term spiritual needs
and to test the relationships of selected demographic
variables to spiritual needs.

A sample consisted of 13
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hospitalized adult cancer patients.

One or more spiritu

al needs were identified by 84% of the sample, with the
most frequent being the need for hope and for prayer.
Subjects were asked to rate the spiritual needs on a
scale of 1-5, with one being "not important" and 5 being
"extremely important."

The t.-test supported the

hypothesis that the total importance score of spiritual
needs was greater than one (p=.0001).

The most important

spiritual need was "to know that God loves me," with
61.5% of subjects rating it a 5 (extremely important).
Also rated as a 5 by 38.5% of subjects was "having mean
ing and purpose in life."

Pearson's correlation coeffi

cient was used to test the relationship between the
number and importance of spiritual needs to the demo
graphic variables of age, number of past hospitaliza
tions,

length of present hospitalization and length of

illness.

The only statistically significant variables

were between age and number of spiritual needs (p.= .012)
and importance of spiritual needs

(£=.049).

Schomus (1980) surveyed 84 hospitalized patients to
investigate the relationships among a patient's hospital
stress,

seriousness of illness, and religious orientation

with the change in patient's perception of the importance
of spiritual needs, using the Hospital Stress Scale,
Spiritual Needs Survey, Religious Orientation Scale, and

r
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Seriousness of Illness Rating Scale.

Patients reported a

significant increase in their perceptions of importance
of spiritual needs during hospitalization when compared
with before.

The t.-test for change was 5.40, £.<.001.

Pearson's r revealed a significant positive correlation
between hospital stress and change in perception of
importance of spiritual needs,

(r

=.35, £<.001).

No

other relationships showed significant results.
Highfield and Cason (1983) designed a descriptive
study to identify nurses' awareness of patients'
al concerns.

Subjects were 35 nurses who work with

cancer patients.

They were surveyed using a tool which

has items representing four spiritual needs:
need for meaning and purpose in life,
give love,

spiritu

(1) the

(2) the need to

(3) the need to receive love, and (4) the need

for hope and creativity.

Results showed 35% of the

nurses indicated a limited awareness of spiritual needs
and problems.

The only items clearly identified with the

spiritual dimension were those containing direct refer
ence to God or particular religious beliefs.

Only 53%

had studied spiritual care in their basic nursing educa
tion, and 50% were comfortable providing spiritual care.
Most were more comfortable placing the four spiritual
needs in the psychosocial dimension of care.
Banks, Poehler, and Russell

(1984) report on three
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complementary studies designed to investigate the percep
tions of selected subjects identified with health educa
tion regarding the spiritual dimension,

and to explore

perceptions of the contribution of the spiritual
dimension to health and its place in professional prepa
ration.

Banks et a l . found that 70 subjects rated nine

components from very important to important:

(1) some

thing that gives meaning or purpose to life,

(2) set of

principles or ethics to live by,
ness and feeling for others,
ultimate concern,
the universe work,

(3) sense of selfless

(4) commitment to God or an

(5) perception of what it is that makes
(6), recognition of powers beyond the

natural and rational,

(7) something unknown or hazily

known for which there is no easy explanation or a matter
of faith,

(8) survival, and (9) the most pleasure-produc

ing quality of humans.

The highest consensus on effec

tive ways of teaching the spiritual dimension was to
recognize the diversity of backgrounds and that the
spiritual dimension may mean different things to differ
ent people.

About two-thirds believe that the spiritual

dimension would be important in the next 25 years for
both health and health education.

In the Banks et a l .

study 66 subjects rated as critically important the
expression of concern for others and the opportunity to
share and have purpose and meaning in life.

The Banks
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et a l . study identified ways in which the spirit is m a n i 
fested.

Three findings were:

than self,

(1) serving others rather

(2) having a relationship with God, and (3)

having purpose in life.
Williams (1985) reports on a study to test accept
ability, validity and usefulness of a spiritual needs
assessment tool.

The sample consisted of 40 physically

disabled clients selected by convenience sampling, using
the Spiritual Assessment Tool and the Interview guide
developed by the investigator.

The Spiritual Assessment

Tool has two scales which measure ideal spiritual

charac

teristics and actual spiritual state of subjects.

Spiri

tual needs are quantified by calculating the discrepancy
between the ideal and actual.

Some degree of spiritual

needs was found in 85% of the subjects.
the tool acceptable and nonoffensive.
lated between test and retest was +.55,
scales were stable over time.

Subjects found
Pearson's calcu
indicating the

The Cronbach's Alpha

Coefficient revealed coefficients of 0.92 and 0.91 for
the ideal scale and actual scales respectively, dem o n 
strating a high degree of internal consistency.

The t.-

test results between the mean scores of the two scales
was 4.87, £.<.01, which is supportive evidence that the
Assessment Tool is a sensitive and valid tool to deter
mine spiritual needs.
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Peterson (1985) surveyed 100 hospitalized patients
to study significance to them of their relationship to
God,

their involvement in religious beliefs and practic

es, their anticipated response to nurses asking them
about their religious beliefs or trying to help them in
relating to their religious beliefs, and to their atti
tudes toward their current illness.

The responses showed

that 50% of those age 61-75 and 61% of those age 76-90
ranked their relationship to God as in first or second
place in significance,

and 67% indicated that involvement

in religious beliefs affected a great part of their life.
When asked how they would respond to a nurse asking them
about their religious beliefs,

71% indicated they would

appreciate it, while 75% indicated they would appreciate
a nurse trying to help them relate their religious be
liefs to their illness.

The results suggest that the

elderly generally would welcome nursing involvement in
meeting their spiritual needs.
Soeken and Carson (1986) studied n u r s e s ’ attitudes
about providing spiritual care.

A convenience sample of

24 graduate nursing students and 29 senior nursing stu
dents was surveyed.

Results of the Health Professional's

Spiritual Role Scale developed by the researchers were
correlated with results from the Spiritual Well-being
Scale (Poloutzian & Ellison, 1982).

The HPSR Scale
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contains 25 attitudinal and 13 nursing behaviors that can
be part of the spiritual dimension of nursing.

The

correlation between the two scales was statistically
significant with Pearson's of 0.43.

Students with a

higher level of spiritual well-being expressed a more
positive attitude toward providing spiritual care.
Hoskins

(1986) conducted an exploratory study to

identify spiritual needs of hospitalized patients and
patients' perceptions of appropriate nursing interven
tions to meet those needs.

The convenience sample was 60

patients, half from hospitals having a religious affilia
tion and the other was nonreligiously affiliated.

The

Spiritual Needs Questionnaire was used to collect data.
Knowledge of God's presence, prayer, visits from clergy
man, and the care and support of another person were
ranked as the four most important spiritual needs.
the patients surveyed,

Of

93% indicated that nurses may

administer spiritual care by being concerned, kind, and
cheerful.
Dettmore (1986) surveyed 63 registered nurses to
identify nurses' conceptions of and practices in the
spiritual dimension of nursing.

The instrument developed

by the investigator contained 8 demographic and 13
open-ended questions.

Subjects stated that nurses who

avowed the importance of spirituality in their own lives
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had access to a greater number of nursing interventions
than those who disavowed spirituality.

Participation in

religious rituals and sharing spiritual aspects of them
selves were interventions open to avowing nurses, while
listening,
attitude,

referral to clergy, having a nonjudgmental
and providing for religious rituals were inter

ventions open to nonavowing nurses.

The majority of

nurses stated that nurses are more proficient in psycho
social rather that spiritual care.

The majority of

nurses reported their nursing education curricula provid
ed minimal to no content on spiritual care.

Subjects

described the terminally and acutely ill and the elderly
as those patients most likely to express spiritual

con

cerns .
Piles (1986) surveyed 186 registered nurses who were
active in the practice of nursing by using a stratified
random sampling of states from lists provided by State
Boards of Nursing.

The purpose of the study was to

discover the practicing professional nurse's role in
providing spiritual care in relation to the educational
preparation received for that role.

Kendall Tau C and

Pearson Correlation Coefficient tests of four hypotheses
were found significant at or beyond the .001 level:

(1)

level of practice of spiritual care is positively related
to the nurse's perceived ability to provide care,

(2)
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level of practice of spiritual

care is positively related

to the degree of educational exposure in the nurse's
basic nursing program,

(3) level of practice is positive

ly related to the degree of importance the nurse places
on the value of spiritual care, and (4) level of practice
is positively related to the degree of obstacles the
nurse perceives providing spiritual care.

A multiple

regression analysis demonstrated that the variables of
ability,

education,

and opinion account for nearly two-

thirds of the variance in perceived practice,

suggesting

that these variables provide a strong basis for predic
tion. Results of the study indicated that 65.9% of the
nurses felt inadequately prepared to give spiritual care,
and 89.2% agreed that spiritual

care content should be

included in every basic nursing program.

Spiritual care

was discouraged in clinical agencies.
Hill

(1987) studied a cross-section of nurses'

descriptions of institutional
recognition of patients'
ery of spiritual

care.

factors affecting their

spiritual needs and their deliv
A convenience sample of 60 nurses

with recent clinical experience was surveyed by mail.
When the institutional

formats used for shift-change

reports, admission assessments and care plans contained
specifics related to the spiritual dimension it helped
nurses address spiritual care.

Nurses reported that
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heavy case loads or busy units prevented nurses from
accomplishing spiritual

care.

Inservice programs and

contact with clergy encouraged nurses'

spiritual

care.

The most important need reported was for a concrete
systematic "spiritual needs assessment guide" to be a
routine part of nursing admission assessments.
Weatherall

and Creason (1987) studied the defining

characteristics of the nursing diagnosis spiritual d is
tress to validate the nursing diagnosis.

Content analy

sis was done on 34 articles written by nurses or students
in schools of professional nursing containing cues to
spiritual distress,

which were then compared to the North

American Nursing Diagnosis Association (NANDA) character
istics.

Content analysis was also done on 13 sets of

patient data.

Cues nurses used to describe spiritual

distress in patients were also compared to NANDA char
acteristics.

Thirty-four percent of the literature and

43% of the patient cues supported three NANDA character
istics:

(1) questions meaning of suffering,

izes concern about relationships with deity,
verbalizes inner conflicts about beliefs;
characteristics:

(2) verbal
(3) and

and two other

(1) hopelessness and (2) cues having to

do with relationships with other people.

The literature

supported four additional NANDA characteristics:
seeks spiritual assistance,

(1)

(2) questions meaning for own

—
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existence,

(3) expresses concern with meaning of life and

death or belief systems,
(1)

and (4) anxiety;

guilt feelings and (2) fear.

two additional characteristics:

and two others:

Patient cues supported
(1) crying and (2) being

unable to choose, or chooses not to participate in usual
religious practices.

Patient data also supported sex and

age related differences in experiencing spiritual dis
tress.
Michelo (1988) explored the effects of spiritual
well-being and emotional well-being on health satisfac
tion.

A sample of 560 subjects was selected using a

random digit dialing procedure,
by telephone.

and they were interviewed

Two dimensions of emotional well-being

were used in the study, existential well-being and de
pressed mood.

Various dimensions of spiritual well-being

were addressed.

Multiple regression analysis supported

the hypothesis that an association exists between emo
tional well-being,
with health.

spiritual well-being and satisfaction

In this study, a close relationship with

God appeared to have a positive influence on health
satisfaction,

especially when individuals were physically

limited.

r~'
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CHAPTER III

METHODOLOGY

This chapter includes the design of the study,
subjects and sampling,
procedure,

instrumentation, data collecting

and the method of data analysis.

Design of the Study

Data were collected by use of two questionnaires.
Because the diminished physical capacity of the terminal
ly ill patient may reduce the patient's ability or desire
to read or write, the questionnaires were administered
orally.

Permission to do research on human subjects was

obtained from Western Michigan University's Human Sub
jects Investigation Review Board and the agencies used.
Subjects were used only after obtaining informed
consent according to guidelines of the Human Subjects
Institutional Review Board for Western Michigan Universi
ty.

Subjects were provided confidentiality of data by

the researcher.
The population included adults between the ages of
30 and 74 who had been diagnosed with terminal
who have been hospitalized.

cancer and

Age 30 was set as the lower

limit because the number of adults hospitalized for

64
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terminal cancer below the age of 30 is much less than the
older age groups.

Individuals younger than adulthood

often do not make their own decisions or value choices.
Age 75 is an indicator of older adulthood (Levinson,
1978).

Maturation continues to that point, and few

changes in values and beliefs occur after 75.

Spiritual

factors have been identified as being particularly estab
lished in the elderly (Dettmore, 1986); therefore, p e r 
sons 75 years and above have been excluded to eliminate
effects which are related to being elderly,
having a stable spiritual well-being.

such as

Terminally ill

cancer patients are defined as those persons with a
diagnosis of cancer in which the disease has spread
beyond its original site,

or those with a diagnosis of

cancer that is described in medical

literature as a type

that has a poor prognosis or limited expectation of
responding to treatment.

This definition of terminal

illness does not assume that the patient is in the later
stages of dying.

Benoliel

(1976) describes the reaction

of a person with a diagnosis of cancer from personal
experience.

Patients who have been given a diagnosis of

cancer which has spread from its original site begin the
grieving process because of the probability that their
cancer may shorten their lives, and they often become
concerned about spiritual concerns.
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Patients who were in the initial

48 hours of narcot

ic therapy were eliminated from the study.

Approximately

50% of cancer patients experience severe pain.
If a patient is being placed on a regular preventive
schedule of narcotics, he should be warned that
sedation or drowsiness often occurs for the first
two or three days after this regimen is initiated.
He should be assured that this is only temporary and
will subside quickly.
Pain often interferes with
concentration and the thinking process to the extent
that the patient may even become confused, incoher
ent, and slur his speech.
In such a patient, the
administration of sufficient narcotic to relieve
pain may surprisingly improve the ability to concen
trate and think rationally (McCafferty, 1978, pp.
254-255).
Narcotic pain relievers were not withheld from subjects
who participated in this study.

Subjects and Sampling

The convenience sample consisted of 40 terminally
ill cancer patients who were hospitalized at major m e d i 
cal centers in western lower Michigan.

The medical

centers were selected because they are oncology (cancer
care) centers which serve individuals from city, suburban
and rural areas.

All three hospitals have a history of

association with a religious denomination,

though they

all are now governed by boards which are made up of
members of a variety of religious orientations.
three have a pastoral

care program and make pastoral

available to all patients who choose to avail

r

All
care

themselves
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of this service.
All three medical

centers are similar in size and

types of clients served.

The nurses at all three insti

tutions have a similar variety of backgrounds in educa
tional preparation,
reate degree,

including associate degree, baccalau

diploma,

and practical nurses.

Nurses at

all three medical centers represented a mix of religious
preferences similar to the religious makeup of the sub
jects, with Judeo-Christian influence predominating.

Two

of the medical centers' share the same core of physicians.
One dissimilarity between medical centers was in the
area of obtaining the informed consent.
center,

At one medical

there was a requirement of an additional institu

tional form and the information that the subjects'

physi

cians and family would be informed that the patient was
participating in the study.

At that institution, a memo

to the physician was placed on the subject's chart, and a
memo was handed to the subjects to be given to the family
member of their choice.
All hospitalized patients
who agreed to participate were
convenience sample,
ple,

who met the criteria and
included in the sample.

sometimes called an accidental sam

is appropriate when the population

most readily available persons
study.

A

is small.

The

are used as objects of the

The risks of bias may be minimal when the
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phenomena under investigation are fairly homogeneous
within the population, but in heterogeneous populations,
the risks of bias are greater (Balian,
Hungler,

1989).

1988; Polit &

A factor which may also affect sample

size is that terminally ill cancer patients experience
low points in the disease process,

at which time active

participation in any study is an unrealistic expectation.
Subjects were selected in the following manner.

A

letter was sent to the Department of Nursing or Research
Review Chairperson at each hospital to obtain policies
and procedures for doing human subjects research (see
Appendix B ) .

Following established procedures, permis

sion was requested to collect data from the patients and
institutional
institution,

records.

Upon receipt of consent from the

an appointment was made with the Charge

Nurse on the oncology unit to discuss the study and to
enlist volunteer nurses who would serve as data collec
tors.

The rationale for using staff nurses to identify

subjects and collect data is threefold:
(1) The staff nurse knows the patients'
emotional

limitations at the moment.

physical and

She is aware of any

changes in the patient's condition that would preclude
the patient from participation or continuance of
participation once the questions were underway.
(2) The patients had already established
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relationships with the staff nurses, which makes the
patient more willing to discuss something as personal and
emotion-laden as spiritual beliefs and values.
(3)

Since the staff nurses have no involvement in

the research analysis and could assure the patients that
the patients' participation or nonparticipation does not
effect the nurses personally,

there is an elimination of

the bias which may occur when the researcher collects the
data, and the patient feels the need to give the
researcher "the answers the researcher is looking for."

Instrumentation

The Patient Perception of Spiritual Care Question
naire (PPSC) was developed by the researcher using re
sults of a study by Soeken and Carson (1986) which iden
tified interventions health professionals perceived as
important.

Questions also reflect many of the same

spiritual care interventions that Stallwood (1969)

iden

tified as interventions patients saw as spiritual care.
The Patient Perception of Spiritual Care Questionnaire
includes 18 items which assess the patients' perceptions
of nurses' behaviors and the importance to the patient of
those behaviors being demonstrated by nurses (see Appen
dix A).

Thirteen items of the PPSC Questionnaire are the

same as the 13 behaviors which were a part of Soeken and
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Carson's Health Professional Spiritual Role Scale.
their study of 29 graduate nurses,

In

Soeken and Carson

found that the nurses rated all behaviors between 2.29
and 4.00 on a 1-4 scale rating appropriateness of the
spiritual

role behavior by the nurse, giving validity to

the behaviors as appropriate to the spiritual care role
of nurses.

Many items on the Patient Perception of

Spiritual Care Questionnaire are also behaviors identi
fied by patients as interventions appropriate for spiri
tual care provided by nurses to patients in a study by
Martin et a l . (1976).

Content validity was further

supported by nursing literature.

Content validity is

supported when content of the items reflects the specific
domain (Carmines & Zeller, 1979).

The remaining five

items represent some of the 13 items written in terms of
existential

spirituality rather than in religious terms.

The questionnaire has four parts.

The first page

has questions obtaining demographic data on sex, reli
gious experience, days of hospitalization and age.
questionnaire contains open-ended questions.
the 18 items,

The

For each of

the patient is asked the following:

"While

you have been in the hospi t a l , has anyone helped you
with

...?"

If yes, "Who was it?"

The patient is asked,

"How important is it for a nurse to do this?"
The second questionnaire is the Spiritual Well-Being
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(SWB) Scale (see Appendix C), developed by Paloutzian and
Ellison (1982), which was described in Chapter II, and
was used to measure spiritual well-being.
is an 18-item Likert scale,

The SWB scale

on a 1-6 scale,

ranging from

strongly disagree to strongly agree, with the higher
score representing higher spiritual well-being.

The tool

was designed to reflect both the religious and the exis
tential dimensions of spirituality.
sion is vertical,
God.

The religious dimen

based on a person's relationship with

The terminology used in the tool reflects the

influence of Christianity,

since the populations tested

by these researchers were predominately Christian.

The

existential dimension is horizontal and is based on a
person's satisfaction, meaning, and purpose in life.

The

tool has two subscales to reflect the two dimensions of
spirituality,

a 10-item scale measuring religious well

being (RWB) and a 10-item scale with no reference to God,
which measures existential well-being (EW B ) .

Attempts to

measure spirituality must recognize it is composed of
interrelated dimensions

(Moberg,

1979b).

Test-retest reliability coefficient of stability
obtained from 100 students at the University of Idaho
reported by Ellison (1983)

=.93.

When the test was

administered to 206 college students at three colleges,
test-retest reliability was also reported as

.93.

r
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Coefficient alpha,
was

an indicator of internal consistency

.89 (Paloutzian & Ellison,

1982).

Validity was established by correlating SWB with
other theoretically related scales and examination of
item content.

The SWB was found to be negatively corre

lated with the UCLA Loneliness Scale and positively with
the Purpose in Life Test (Ellison,

1983).

The SWB Scale taps four of the five dimensions of
spirituality identified by Smith (1979):
growth toward meaning and wholeness,
God,

(3) devotional practice,

components.

(1) personal

(2) relationship to

and (4) mystical

experience

The SWB Scale has a definite Judeo-Christian

emphasis, which is related to the preference of the
majority of the population being studies.
designed,

however,

The tool was

to consider other religious and spiri

tual beliefs which are not related to an organized
religion.
Data Collection Procedure

When the staff nurses volunteered to serve as data
collectors,

training sessions were scheduled with the

researcher covering the exact procedure to follow.
Following the training,

the volunteer did a pilot data

collection procedure with two patients under the supervi
sion of the researcher.

When the researcher determines

the data collector has carried out the procedure
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correctly for two patients, the data collection for the
study may begin.
When potential subjects meeting the sampling
criteria were identified,

the data collector approached

the patient with the following:
Pat Broten is a registered nurse who is studying how
nurses assist patients in meeting their spiritual
needs.
She is looking for input from patients which
can help nurses in planning care for patients.
If
you would be willing to answer a few questions that
I would ask you about what you remember of the care
given to you by nurses, it would be of great assis
tance.
There are no right or wrong answers.
She is
interested in hearing about how you feel.
Your
responses would be confidential and your name would
not appear in her study.
Whether you decide to
participate or not does not directly affect me or
your care.
You also could decide at any time to
withdraw from participation without any danger that
you would not receive quality care.
If at any time
I see that you are getting too tired or are experi
encing too much discomfort, I will stop asking
questions. The information you give would be com
bined with other patients' responses to assist
nurses in planning care which best meets patients'
needs.
It would take about 15 to 20 minutes of your
time, and I would ask you the questions and I would
record your answers without ever putting your name
on the questionnaire.
If you would be willing to
participate, would you mind signing this consent
form which explains the purpose of the study and
your right to confidentiality and to withdraw at any
time?
Your responses will be kept separate from
your signed consent form and no one will know the
identity of the patient who completed each question
naire (see Appendix C).
Patients who agreed to participate were randomly as
signed to one of two times for completing the question
naires:

(1) within first two days of admission, and (2)

after two days of hospitalization.

Comparing scores at
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various times during hospitalization may help answer the
question of whether there are changes in spiritual well
being over time.

Patients were also asked for willing

ness to repeat the questionnaires three or four days
later, if they are still hospitalized.

Three to four

days would allow the maximum time between test-retest
that could be completed in light of the hospital reports
which say that the average stay for the patient on the
oncology units is three to seven days.
It was important that explanations to the partici
pants included an explanation not only as to the scope of
the study, but also what will be done with the informa
tion obtained (Stoll, 1979).

"The primary purpose for

collecting any information from a client is to determine
whether health problems are actually or potentially
threatening the client's well being" (Williams, 1985, p.
25).
When the patient signed the consent,
lector established privacy,

the data col

sat down at the patient's

bedside, and read the questions to the patient,
responses as they were given.
questionnaires,

recording

After completing the

the patient was asked about willingness

to repeat the questionnaires in a few days.

The data

collector kept the name and code number of each patient
in a place where no one else had access to them.

The
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patient's questionnaires were coded in order to match
repeat questionnaires to the originals and to identify
patients who scored on the extreme ends on the SWB Scale.
As soon as the investigator had scored the SWB Scales,
she instructed the data collector which code numbers
required a follow-up validation of the spiritual care
that was given by nurses and the code numbers of the
others which the data collector should immediately d e 
stroy.

The data collector maintained a listing of sub

jects with their code numbers only to the time of n o tifi
cation that the patient needed no follow-up or, in the
case of those willing to repeat the questionnaire, when
the repeat questionnaires had been completed.

At that

time identifications of the code numbers must be d e 
stroyed.

As soon as the data collector completed the

follow-up of extreme scores,

those names were destroyed

and only the code number was given to the investigator.
At no time did the data collector identify to anyone,
including the investigator,

the patient for any code

number.
After thanking the patient, the data collector
placed the coded questionnaires in the envelope provided
by the researcher and gave them directly to the
researcher.
scores.

The researcher promptly calculated SWB

When the SWB scores for a subject totaled less

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.

76
than 40 or more than 100, the data collector validated
the spiritual care given by nurses by viewing the patient
records and recording the documentations of the spiritual
dimension on the records.

Records used included nurses'

notes and nursing care plans.

Me thod of Data Analysis

The frequency of responses on each item of the
Patient Perception of Spiritual Care Questionnaire were
reported.

The presence or absence of the nurses'

in

volvement in each behavior was matched to the patient's
response to the importance of a nurse providing that
care.

Banks

(1980) refers to importance as anything that

gives meaning to life or has a pleasure-producing quali
ty.

In this study, subjects were asked the open-ended

question,

"How important is this (intervention)

for a nurse to do?"

Subjects'

to you

responses were placed by

the investigator into one of three categories.

Category

1 included all responses in which the subject used the
word "important."

Category 2 included responses which

referred to any comfort or pleasure quality which are
important to terminally ill patients (Banks,

1980).

The

third category included responses by subjects which used
the words "not important" or did not indicate any comfort
or pleasure from the intervention.

The first two
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categories were included in those interventions of impor
tance to patients,

the third category included the not

important or no comfort or pleasure quality.

Responses

to the items of the Patient Perceptions of Spiritual Care
Questionnaire were described for each category of
demographic data to look at relationships between scores
and age, sex,

religious experience and number of days

hospitalized.

There was a follow-up investigation on

those patients with extreme scores on the PPSC scales for
validation of the extent and nature of the spiritual care
given by looking at the documentation of spiritual a s 
sessment,

planning,

intervention,

evaluation or mention

of the nursing diagnosis spiritual distress.
Means of scores on the SWB were reported, along with
the Religious Well-Being (RWB) and Existential Well-Being
(EWB) subscales.

The Analysis of Variance test was used

to look at relationships between well-being scores and
age, gender,

religion, days hospitalized,

and numbers of

hospitalizations.

'

F ~
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CHAPTER IV

RESULTS OP THE STUDY

This chapter first presents a description of the
demographic data which were obtained from subjects re
sponses to the Patients'
Questionnaire.

Perceptions of Spiritual Care

The second part of the chapter consists

of descriptions of the data from subjects'

responses to

the 18 items on the Patients' Perceptions of Spiritual
Care Questionnaire.

The third part of the chapter con

sists of subjects'

responses to the 20 items on the

Spiritual Well-Being Scale.

Data are displayed in tables

and figures where appropriate.

Demographic Data

There
criteria of

were

40

being

subjects
adults

in

between

the

study

the ages

who
of

years, who have been diagnosed with terminal
are hospitalized on an oncology unit.
within

the

initial

48

hours

eliminated from the study.
orally

to

subjects

registered nurses.

by

of

met

30

the

and

cancer,

74
who

Patients found to be

narcotic

therapy

were

The questionnaires were read

data

collectors

who

were

staff

The time needed for completion of the

questionnaires averaged between 20 and 30 minutes.

Data

78
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were collected at three medical centers, and all subjects
indicated their willingness to participate by signing an
informed consent form.
Of the total sample,
of age,

20% (n=8) were 30 to 45 years

37.5% (n=15) were between 46 and 60, and 42.5%

(n=17) were in the 61 to 74 age category.

Table 1 d i s 

plays the frequency distribution and percentiles of the
age categories.

Table 1
Frequency and Percentiles of Age Categories

Age (years)

n

Percent

30-45

8

20.0

46-60

15

37.5

61-74

17

42.5

Males comprised 52.5% of the sample and females
47.5%.

At Medical Center A (n=19),

male and 32% were female.

At

68% of subjects were

Medical Center B (n=7),

of subjects were

male and 86%

Center C (n,=14),

50% of subjects were male and 50% were

female.

displays the

Table 2

were female.

14%

At Medical

gender frequency and pe r 

centiles for the Medical Centers.
Subjects were categorized according to religious
preference.

Protestant subjects comprised 47.5% (n=19)
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of the sample, Catholic subjects 27.5% (n=ll), subjects
claiming no religious preference 10% (n=4), and those
stating other preferences 15% (n=6).
"other" as religious preference,
nondenominational.

1 was undecided,

Two were Pentecostal,

Seventh Day Adventist,
national.

1 was

The others listed their religion as

neither Protestant nor Catholic,
ence.

Of the 6 listing

but of Christian influ

1 was Assembly of God, 1 was

1 undecided,

and 1 non denomi

Table 3 displays frequency and percentiles of

religious categories of subjects.

Table 2
Gender Frequency and Percentiles at Three
Medical Centers

Medical Center

n

Male
n

Total

Female

Percent

n

Percent

A

19

13

68

6

32

B

7

1

14

6

86

C

14

7

50

7

50

40

21

52.5

19

47.5

Subjects were categorized according to the number of
days they were hospitalized during the present hospitali
zation.

Subjects who met the criteria for age, diagno

sis, and hospitalization on the oncology unit were
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randomly assigned to 1 of 2 categories.

One group had

been hospitalized 2 days or less, and the other for more
than 2 days.

The category of 2 days or less comprised

27.5% (n=ll) of the sample, and the category of more than
2 days made up 72.5% (n=29).

Table 3 displays the fre

quency and percentiles of each hospital day category.

Table 3
Frequency and Percentiles of Religious Preferences
of Patients at Three Medical Centers

Religious
Preference

n

Protestant

19

47.5

Catholic

11

27.5

Other

6

15.0

None

4

10.0

40

100.0

Total

Percent

The number of hospitalizations each of the subjects
had experienced were categorized as 1 time,
times, and 4 or more times.

2 times, 3

Only 7.5% (n=3) of the sub

jects had been hospitalized only 1 time, 7.5% (n=3) 2
times, 7.5% (n=3) 3 times, and 77.5% (n=31) had been
hospitalized 4 or more times.

Table 4 displays frequency

and percentiles of numbers of hospitalizations
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categ o r i e s .

Table 4
Frequency and Percentiles of Categories
of Hospital Days

Hospital

n

Stay

Percent

Two Days or Less

11

27 .5

More Than Two Days

29

72.5

Total

40

100.0

Table 5
Frequency and Percentiles of Numbers
of Hospitalizations

Number of Times
Hospitalized

n

Percent

One Time

3

7.5

Two Times

3

7.5

Three Times

3

7.5

Four or More Times

31

77.5

Total

40

100.5

In summary,

40 terminally ill subjects hospitalized

on the oncology units of 3 medical centers participated
in the study.

Of the total sample, 52.5% were males and
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47.5% were females.

In the age categories,

20% were 30

to 45 years, 42.5% were 45 to 60, and 37.5% were 46 to
74.

Protestants comprised 47.5% of the sample, Catholics

27.5%, other religious preferences 15%, and those with no
religious preference 10%.

Those subjects hospitalized 4

or more times comprised 77.5% of the sample, with 1 day,
2 days, and 3 days each representing 7.5%.

Subjects' Responses to the Patients' Perceptions
of Spiritual Care Questionnaire

The Patients’ Perceptions of Spiritual Care Ques
tionnaire consisted of 18 items.

Ten of the items con

cerned the religious aspects of spirituality,

that is:

(1) asking patient about preference of seeing clergy,
praying with patient,
(4)

(3) talking with patient about God,

reading Scriptures,

about God,
beliefs,
Being,

tion.

(5) listening to patient talk

(6) talking with patient about religious

(7) assuring patient of presence of a Supreme

(8) arranging clergy visits,

patient,

(2)

(9) praying for the

and (10) providing privacy for prayer or medita

Eight items concerned the existential aspects of

spirituality which refers to those values not necessarily
related to a Supreme Being or religious tradition:

(1)

encouraging patient to talk about hopes and dreams,

(2)

showing kindness and concern,
dying,

(3) talking about fears of

(4) obtaining spiritual materials,

(5) helping
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carry out spiritual practices,
and purpose of life,

(6) discussing the meaning

(7) assisting in planning for the

future, and (8) providing materials that lift the spir
its.

Each item was posed as a three-part question in

tended to elicit an open-ended response.
tered nurses,

Three regis

1 on each of the oncology units, were

trained by the investigator as data collectors.

Each

data collector piloted the questionnaire with 2 partic
ipants under the supervision of the investigator to
establish interrater agreement between the investigator
and the nurse researchers.
Responses of subjects to each item were analyzed by
age, gender,

religion,

and length of hospitalization.

Analysis of responses are displayed on tables.

Analyses

which indicated trends or differences are described.
Those tables which display responses indicating no trends
or differences have been placed in Appendix E.
Verbatim responses of subjects for the 18 items of
the PPSC Questionnaire fell into 3 general categories:
(1) Of importance for the nurse to intervene,

(2) would

be nice but not critical or conditional, and (3) not
important for a nurse to do so.
Banks

(1980) refers to importance as anything that

gives meaning to life or has a pleasure-producing quali
ty.

In this study,

responses of subjects which were
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stated as important or were referred to by patients as
having personal meaning or of pleasure-producing quali
ties were interpreted as being of importance to the
patients.
For all spiritual care interventions which subjects
perceived they had received, subjects reported that
nurses had provided the intervention.
Pastoral Care,

clergy,

They also listed

family, and friends as spiritual

care providers.
In reporting who intervened for the subject,

re

sponses for each item included a nurse as well as
Pastoral Care representatives,
(nuns), Priests, Ministers,

referring to Sisters

and Chaplains,

and also

included family and friends.

Analysis of Responses to Item #1

Each of the 40 subjects responded to item #1 which
asked,

"While you have been in the hospital, has anyone

asked you if you wanted to talk with a member of the
clergy?

If yes, who was it?

you for a nurse to do?"

How important is this to

Distribution of verbatim re

sponses of subjects to importance of nurse as intervener
is displayed in Table 6.

Each of the 18 items was also

analyzed according to age, gender,
hospitalized.

r

religion,

and days

Twenty-two subjects said it was of

~
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importance for a nurse to intervene,

4 said it would be

nice or of importance, and 14 said it was not of impor
tance.

Table 6
Distribution of Verbatim Responses of Subjects to
Importance of Nurse as Intervener in Asking
If Patients Want to Talk to Clergy

Importance of Nurse as Intervener

n

Very important
Very important, shows concern
Very important, if they don't, who will
Very important if not forced
Quite important
Important
Comforting, not critical
Nice gesture
Helpful and comforting
Depends on emotional state
Don't expect a nurse to do
Don't make much difference who
Not necessary
Not important
Not important except in life and death
Not very important
Not really important
Not on admission
Scary on admission

12
1
1
1
1

Total

40

1
1
1
1
1
1
4
1
1
1
1

The question of whether anyone had intervened by
asking if the patient wished to talk to clergy was ana
lyzed according to several demographic variables
range of the patient, gender,
tion).

(age

and length of hospitaliza

Since 77.5% of subjects had been hospitalized 4
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or more times, information relating to spiritual care and
number of hospitalizations were not useful, and relation
ships with numbers of hospitalizations will not be re
ported.

The only categories which showed major differ

ences were the age and religion categories.

Responses to Item # 1 Related to Aae

Analysis of responses indicated frequency of inter
vention tended to decrease with the age of the patients.
Of subjects between 30-45, only 1 (12.5%) reported that
no one had intervened.
intervened,

Despite the fact that no one had

this 1 subject said it was of importance for

a nurse to do so.

All other subjects in this age catego

ry (n=7) reported that someone (either a nurse or someone
else) had provided this spiritual care intervention.
Of subjects between 46-60,
had intervened.

6 (35%) reported no one

Despite the fact that no one had inter

vened, 3 of the 6 subjects said it was of importance for
a nurse to do so.

All other subjects in this age catego

ry (n=9) reported that someone (either a nurse or someone
else had provided this spiritual care intervention.
Of the subjects between 61-74,
intervened.

5 (29%) said no one

Despite the fact that no one had intervened,

1 of these subjects said it was of importance for a nurse
to do so.

All other subjects (n=12) reported that
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someone (either a nurse or someone else) had provided
this spiritual care intervention.
Frequencies of reported absence of intervention and
importance of nurse as intervener by age category for
item #1 are displayed in Table 7.

Table 7
Frequencies of Reported Absence of Intervention and
Importance of Nurse as Intervener by Age Category
in Asking If Patient Wants to Talk to Clergy

Age (years)

n

Frequency of
Absence of
Intervention

30-45

8

46-60

Percent

Importance
of Nurse as
Intervener

1

12.5

1

15

6

35.0

3

61-74

17

5

29.0

1

Total

40

12

30.0

5

Responses to Item #1 Related to Religion
Analysis of responses indicated that frequency of
intervention was greater for Catholic patients.
Responses of subjects to the question of whether someone
had asked them if they wished to talk with clergy indi
cated that 100% of Catholics responded that someone had
•*

intervened.

Responses of subjects who said they were of

religions other than Catholic or Protestant indicated
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that 67% had not received this spiritual care interven
tion.

Among Protestant subjects,

one had intervened,

32% reported that no

and 50% of subjects professing no

religious preference said no one had intervened.

One

third to one half of these subjects who reported no
intervention said it was of importance for a nurse to do.
Frequencies of reported absence of intervention and
importance of nurse as intervener by religion for Item #1
is displayed in Table 8.

Table 8
Frequencies of Reported Absence of Intervention
and Importance of Nurse as Intervener by
Religion in Asking if Patient Wants to
Talk to Clergy
Frequency of
Absence of
Intervention

Importance
of Nurse as
Intervener

Religious
Preference

n

Protestant

19

6

32.0

2

Catholic

11

0

0.0

0

Other

6

4

67.0

2

None

4

2

50.0

1

40

12

30.0

5

Total

Percent

Responses to Item #1 Related to Gender and Days
Hospitalized
There were no major differences or trends noted by
gender or days hospitalized.

Frequencies of reported

absence of intervention and importance of nurse as
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intervener by gender and by days hospitalized for item #1
are displayed in Tables 60 and 61 in Appendix E.

Responses to Item #1 Related to Number of
Hospitalizations

Subjects were categorized by numbers of hospitaliza
tions, and 31 had been hospitalized at least 4 times.
There were only 3 subjects in each of the other catego
ries.

Since the numbers of subjects in the 1, 2, and 3

days hospitalization categories are so small, the infor
mation is not very useful

for comparisons or making

inferences.

Analysis of Responses to Item #2

Each of the 40 subjects responded to Item #2 which
asked,

"While you've been in the hospital,

prayed with you or read a prayer to you?
it?

has anyone
If yes, who was

How important is this to you for a nurse to do?"

Distribution of subjects' verbatim responses to "Impor
tance of Nurse as Intervener" on Item #2 is displayed in
Table 9.
Twenty subjects said it was of importance for a
nurse to intervene,
tional.

4 said it would be nice or was condi

A total of 20 said it was important and 19 said

it was not of importance for a nurse to do (1 said it was
done over the loud speaker each morning).
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Table 9
Distribution of Verbatim Responses of Subjects to
Importance of Nurse as Intervener
in Praying With Patient

Importance of Nurse as Intervener

Very Important
Very important if nurse feels comfortable
Very important if no one else
Important
Important depending on severity of hospitali
zation
Important if there was not family of
support person
Important as I like to listen to prayer
Important if patient had need
Important especially on other shifts
Important as it helps
Could be important
Cheered me up
Depends on nurse
Depends on nurse's religious beliefs
Would be nice
Don't make much difference who
Not important
Not important at all
Not very important
Not really important
Not necessary
Not essential
Not nurses job
Don't need it
Clergy preferred
Heard over loud speaker

Total

n

3
1
2
1
1
1
1
1
1
1
2
1
1
1
1
1
5
2
2
2
2
1
2
1
1
1

40

The categories of religion and days hospitalized
showed differences.

This analysis showed that frequency

of intervention deceased with length of hospitalization,
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and frequency increased for Catholic patients.

Responses to Item #2 Related to Religion

This analysis indicated that frequency of interven
tion was greater for Catholic patients.

Responses of

subjects to the question of whether someone had prayed
with them indicated that 100% of Catholic subjects re
sponded that someone had intervened.

Responses of Prot

estant subjects indicated that 5 (26%) reported no one
had intervened,

and 4 of the 5 reported that it was of

importance for a nurse to do so.

Only 1 of the subjects

in the other religious preference category and 1 in the
no religious preference category reported that no one had
intervened.

One of these 2 subjects said it was of

importance for a nurse to do so.
One hundred percent of Catholic subjects said some
one had prayed with them while in the hospital.

They

reported that nurses as well as other persons had
provided this spiritual care intervention.
Of Protestant subjects, 5 (n=26) said no one had
prayed with them, and 4 of the 5 reported it was of
importance for a nurse to provide this spiritual care
intervention.
preferences,

Of subjects who indicated other religious
1 (17%) said no one had prayed with the

subject, and that subject said it was of importance for a
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nurse to do so.

One of the subjects (n=l) who indicated

no religious preference reported that no one had inter
vened to provide the intervention, but that subject
reported it was not of importance for a nurse to do.
Frequencies of reported absence of intervention and
importance of nurse as intervener by religion for Item #2
are displayed in Table 10.

Table 10
Frequencies of Reported Absence of Intervention and
Importance of Nurse as Intervener by Religion
in Praying With Patient

Frequency of
Absence of
Intervention

Religious
Preference

n

Protestant

19

5

26.0

4

Catholic

11

0

0.0

0

Other

6

1

17.0

1

None

4

1

25.0

0

40

7

17.7

5

Total

Percent

Importance
of Nurse

Responses to Item #2 Related to Davs Hospitalized

This analysis indicated that frequency of intervention tended to increase as length of stay increased.
Of subjects hospitalized 2 days or less, 3 (27%) said no
one intervened.

All 3 said it was of importance for a
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nurse to do so.

Someone (either a nurse or someone else)

was reported to have provided this spiritual care inter
vention for the other subjects

(n=8).

Of the subjects hospitalized more than 2 days,
(14%) said no one intervened.

4

Two of the 4 said it was

of importance for a nurse to do so.

Someone (either a

nurse or someone else) intervened for the other subjects
(n = 2 5).

Frequencies of reported absence of intervention and
importance of nurse as intervener by days hospitalized
for Item #2 are displayed in Table 11.

Table 11
Frequencies of Reported Absence of Intervention and
Importance of Nurse as Intervener by Days
Hospitalized in Praying With Patient

Hospital

Stay

n

Frequency of
Absence of
Intervention

Percent

Importance
of Nurse

Two Days
or Less

11

3

27.0

3

More Than
Two Days

29

4

14.0

2

Total

40

7

17.5

5

Response to Item #2 Related to Acre and Gender

No major differences were noted by age or gender.
Frequencies of reported absence of intervention and
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importance o£ nurse a intervener by age and gender for
item #2 are displayed in Tables 62 and 63 in Appendix E.

Analysis of Responses to Item #3

Each of the 40 subjects responded to item #3 which
asked, "While you have been in the hospital, has anyone
encouraged you to

talk about your hopes and dreams?

yes, who was it? How important is this
do?"

Distribution of subjects'

If

for a nurse to

verbatim responses to

importance of nurse as intervener on item #3 is displayed
in Table 12.

Fifteen said it was of importance for a

nurse to do so, 5 said it was nice or it was conditional,
and 20 said it was not important for a nurse to do.

Responses to Item #3 Related to Ace

The question

of whether anyone had encouraged

patients to talk about hopes

and dreams was analyzed

according to age range of patients.

This analysis indi

cated that frequency of intervention tended to decrease
with age.
Of the subjects
one had intervened.
intervened,
so.

between 30-45,

Despite the fact that no

1 said it was of

Someone (either

3 (37.5%)

reported no
one had

importance for a

nurse todo

a nurse or someone else)

intervened

for the other subjects.
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Table 12
Distribution of Verbatim Responses of Subjects to
Importance of Nurse as Intervener in
Encouraging Patient to Talk About
Hopes and Dreams

Importance of Nurse

n

Very important
Very important, it helped
Important
Could be important
Could be very important
Important to talk with nurse
Important if clergy not available
Sometimes important
Important if there's a nurse-patient
relationship
Nice if nurse has time
Nice, I appreciate
Gives something to look forward to and
show interest in patient
Don't make no difference who
Don't know
Not Important
Not very important
Not really important
Not normally important
Not that important
Not necessary
Never thought about it

4
1
3
2
1
1
1
1
1
1
1
1
1
1
8
6
2
1
1
1
1

40

Total

Of the subjects between 46-60,
one had intervened.

9 (60%) reported no

Despite the fact that no one inter

vened to provide this spiritual care,
importance for the nurse to do so.

3 said it was of

Someone (either a

nurse or someone else) intervened for the other subjects.

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.

97
Of the subjects between 61-74,

9 (53%) reported

no

one had intervened, and 3 of the 9 said it was of some
importance for a nurse to do so.

Someone (either a nurse

or someone else) intervened for the other subjects.
Frequencies of reported absence of intervention and
importance of nurse as intervener by age category for
item #3 are displayed in Table 13.

Table 13
Frequencies of Reported Absence of Intervention and
Importance of Nurse as Intervener by Age
Category in Encouraging Patient to
Talk About Hopes and Dreams

Age (years)

n

Frequency of
Absence of
Intervention

30-45

8

3

37.5

1

46-60

15

9

60.0

3

61-74

17

9

53.0

3

Total

40

21

52.5

7

Percent

Importance
of Nurse

Responses to Item #3 Related to Gender and Reliction

There were no major differences or trends noted by
gender or religious preference.

Frequencies of reported

absence of intervention and importance of nurse as inter
vener by gender and religion for item #3 are displayed in
Tables 64 and 65 in Appendix E.
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Responses to Item >3 Related to Davs Hospitalized

Analysis indicated that frequency of intervention by
encouraging patient to talk about hopes and dreams in
creased as length of hospital stay increased.

Of sub

jects hospitalized 2 days or less, 9 (82%) reported no
one had intervened.

Despite the fact that no one had

intervened to provide this spiritual care, 4 said it was
of importance for a nurse to do so.

If they were hospi

talized longer, chances are that someone would intervene.
Someone (either a nurse or someone else) intervened for
the other subjects. Of subjects hospitalized more than 2
days,

12 (41%) reported no one had intervened, and 3 of

these said it was of importance for a nurse to do so.
Frequencies of reported absence of intervention and
importance of nurse as intervener by days hospitalized
for item #3 are displayed in Table 14.

Analysis of Responses to Item #4

Each of the 40 subjects responded to item #4 which
asked,

"While you have been in the hospital, has anyone

talked to you about God or a higher being?
was it?

If yes, who

How important is this for a nurse to do?"
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Table 14
Frequencies of Reported Absence of Intervention
and Importance of Nurse as Intervener by
Days Hospitalized of Encouraging Patient
to Talk About Hopes and Dreams

Hospital

Stay

n

Frequency of
Absence of
Intervention

Percent

Importance
of Nurse

Two Days or
Less

11

9

82.0

4

More Than
Two Days

29

12

41.0

3

Total

40

21

52.5

7

The category of religion showed major differences.
Distribution of verbatim responses of subjects to impor
tance of nurse as intervener on Item #4 is displayed in
Table 15.

Fourteen subjects said it was important,

that it would be nice,

8

and 18 said it was not important.

Responses to Item #4 Related to Religion

Analysis showed that frequency of this intervention
of talking to patients about God decreased for those
subjects who indicated no religious preference.
Of Protestant subjects,
intervened.

7 (37%) reported no one had

Despite the fact that no one had intervened,

5 of the 7 said it was of importance for a nurse to do
so.

Someone (either a nurse or someone else) intervened
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for the other subjects.

Table 15
Distribution of Verbatim Responses of Subjects to
Importance of Nurse as Intervener
by Talking to Patient About God

Importance of Nurse as Intervener

n

Very important
Important
Very important if nurse feels comfortable
Very important when really sick
Very important, it reminds me of His control
Important if clergy not available
Important, very comforting
Importing if person has no one else
Important for me
Important because you are not alone
Would be nice
Would be nice, time permitting
Would be good as I like to listen about God
Would be okay
Depends on the nurse
Depends on nurse's sincerity
Depends on illness and rapport with nurse
Don't think it makes much difference who
Not important
Not important at all
Not important if there's someone else
Not always possible with nurse's time
A very personal question
Not necessary
Not very important
Clergy do that
Not a nurse's place
Nurses have other jobs
Nurses don't need to
No opinion
Don't know

3
3
1
1
1
1
1
1
1
1

Total

1
1
1
1
1
1
1
4
1
1
1
1
1
1
1
1
1
1
1

40
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Two of the Catholic subjects (18%) reported no one
had provided this spiritual care intervention.

Neither

reported it was of importance for a nurse to do so.
Someone (either a nurse or someone else) intervened for
the other subjects.
All who listed other religious preferences (n=6)
reported someone, including nurses, had intervened.
However,

in the no religious preference category, 100%

(n=4) said no

one had talked to them about God.

None of

these said it

was of importance for a nurse to do so.

Frequencies of reported absence of intervention and
importance of

nurse as intervener by religion for item

are displayed

in Table 16.

Table 16
Frequencies of Reported Absence of Intervention
and Importance of Nurse as Intervener
by Religion of Talking to Patient
About God
Frequency of
Absence of
Intervention

Importance
of Nurse

Religious
Preference

n

Protestant

19

7

37.0

5

Catholic

11

2

18.0

0

Other

6

0

00.0

0

None

4

4

100.0

0

40

13

32.5

5

Total

Percent
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Responses to Item #4 Related to Aae. Gender, and Davs
Hospitalized

Analysis failed to show any major differences or
trends within these categories.

Frequencies of reported

absence of intervention and importance of nurse as inter
vener by age, gender, and days hospitalized for item #4
are displayed in Tables 66, 67, and 68 in Appendix E
since the responses show no trends or differences by
categories.

Analysis of Responses to Item #5

Each of the 40 subjects responded to item #5 which
asked,

"While you have been in the hospital, has anyone

shown kindness and concern for you?

If yes, who was it?

How important is this to you for a nurse to do?"
In each category,

100% of subjects said someone had

intervened, and 100% said that a nurse was the one who
had intervened.

This was the item of most importance

since there was agreement by all subjects that it was
important for a nurse to do this, and 100% said a nurse
had provided this intervention.

Distribution of verbatim

responses of subjects to importance of nurse as inter
vener is displayed in Table 17.

All subjects reported it

was of importance for a nurse to show kindness and con
cern.
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Table 17
Distribution of Verbatim Responses of Subjects to
Importance of Nurse as Intervener
by Showing Kindness and Concern
Importance of Nurse as Intervener

n

Very important
Very important, part of job
Very, very important
Very important, makes patient feel better
Very important, builds up morale
Very important for well being and your mind
Very important for everyone to do
Very important at all times
Utmost importance
Important to me
Important, we have to work together
Important when there's a need
Important for everyone to do
Very necessary or don't consider a good nurse
Makes all the difference in this world

23
4
1
1
1
1
1
1
1
1
1
1
1
1
1

Total

40

Analysis of Responses to Item #6

Each of the 40 subjects responses to item #6 which
asked,

"While you have been in the hospital, has anyone

read Scriptures or religious materials to you?
who was it?

If yes,

How important is this for a nurse to do?"

Distribution of verbatim responses of subject to impor
tance of nurse as intervener is displayed in Table 18.
Fourteen subjects reported it was of importance for a
nurse to intervene by reading Scriptures,

9 indicated it

would be nice or that importance was conditional,

and 17

said it was not of importance or they were undecided.'
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Table 18
Distribution of Verbatim Responses of Subjects to
Importance of Nurse as Intervener
by Reading Scripture to Patient
Importance of Nurse as Intervener

n

Very important
Important
Important, if patient wants
Important if nurse not so busy
Important if patient doesn't have anyone
Important if clergy not available
Important and would be nice
Important because I like to hear it
Important to have someone to share with you
Important for at least one nurse per shift
Important at times
Would be nice
Nice if they want to
Wouldn't hurt nothing
Nurse read Lord's prayer
Nurses are too busy
Not important
Not very important
Not really important
Not important, not their job
Not important at all
Don't know
Undecided

1
1
1
3
2
1
1
1
1
1
1
3
1
1
1
3
8
4
1
1
1
1
1
40

Total

Responses to Item #6 Related to Acre. Gender. Reliction.
and Davs Hospitalized

Analysis failed to show any trends or major differ
ences within the categories.

Frequencies of reported

absence of intervention and importance of nurse as inter
vener by age category for item #6 are displayed in Tables
69, 70, 71, and 72 in Appendix E.
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Analysis of Responses to Item #7

Each of the 40 subjects responded to item #7 which
asked,

"While you have been in the hospital,

has anyone

listened to you talk about God as you conceive God?
yes, who was it?
nurse to do?"

If

How important is this to you for a

A number of subjects responded that it

would be important for a nurse to listen if the patient
wanted to talk about God.

There were no major differenc

es or trends noted by gender,
hospitalization.

religion, or length of

Distribution of verbatim responses of

subjects to importance of nurse as intervener is d i s 
played in Table 19.
Eighteen subjects reported it was of importance for
a nurse to intervene,

6 reported it would be nice or that

importance was conditional,

and 16 said it was not impor

tant for a nurse to do.

Responses to Item #7 Related to Age

Analysis showed that frequency of intervention by
listening to patients talk about God tended to decrease
with age of the patient.

Of subjects between 30-45,

one reported no one had intervened,

only

and this one said it

was of importance for a nurse to do so.

Nurses or some

one else had provided the spiritual care intervention for
the other 7 subjects.
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Table 19
Distribution of Verbatim Responses of Subjects to
Importance of Nurse as Intervener by Listening
to Patient Talk About God
Importance of Nurse as Intervener

n

Very important
Important
Important if she feels comfortable
Important if requested by patient
Important if nurse not too busy
Important if it's a person's own thing
Important if she has no one else
Important if clergy not available
Important as nurse should listed to how
patient feels
Important when alone
Important, I need to talk
Nice, not critical
A good nurse should listen whether she
believes or not
Depends on circumstances of illness and nurse
Makes no difference who
Not sure
Nurses have other things to do
Rather have Priest or Sister
Clergy should do, it's very personal
for a nurse
Not very important
Not important
Not really important
Not that important

7
2
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
7
1
1
40

Total

Of the subjects between 46-60, 7 (47%) reported no
one had intervened.

Five of the 7 said it was of impor

tance for a nurse to do so.

Someone (either a nurse or

someone else) intervened for the other subjects.
Of those between 61-74, 8 (47%) reported no one had
intervened.

Two of these 8 said it was of importance for
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a nurse to do so.

Someone (either a nurse or someone

else) intervened for the other subjects.
Frequencies of reported absence of intervention and
importance of nurse as intervener by age category for
item #7 are displayed in Table 20.

Table 20
Frequencies of Reported Absence of Intervention
by Listening to Patient Talk About God
and Importance of Nurse as Intervener
by Age Category

Age (years)

n

Frequency of
Absence of
Intervention

30-45

8

1

12.5

0

46-60

15

7

47.0

5

61-74

17

8

47.0

2

Total

40

16

40.0

7

Percent

Importance
of Nurse

Responses to Item #7 Related to Gender. Reliaion.
Davs Hospitalized

and

Analysis showed no apparent trends or major differ
ences within these categories.

Frequencies of reported

absence of intervention and importance of nurse as inter
vener by gender for item #7 are displayed in Tables 73,
74, and 75 in Appendix E.
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Analysis of Responses to Item #8

Each of the 40 subjects responded to item #8 which
asked,

"While you have been in the hospital, has anyone

talked to you about your religious beliefs?"
were also asked,
do?"

Subjects

"How important is this for a nurse to

Distribution of verbatim responses of subjects to

importance of nurse as intervener is displayed in Table

21.
Sixteen subjects said it was of importance for a
nurse to intervene,

5 indicated it was conditional,

and

19 reported it was not important for a nurse to do so.

Responses to Item #8 Related to Age

Analysis showed that frequency of intervention by
listening to patient talk about religious beliefs d e 
creased with age.

Of subjects between 30-45,

reported no one had intervened.

2 (25%)

One of the 2 said it was

of importance for a nurse to provide this spiritual
intervention.

care

Someone (either a nurse or someone else)

intervened for the other subjects.
Of the subjects in the 46-60 age category,
reported no one had intervened.

6 (40%)

Despite the fact that no

one had intervened to provide this spiritual care 3 of
the 6 said it was of importance for a nurse to do.
Someone (either a nurse or someone else) intervened for
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the other subjects.
Of those subjects between 61-74, 7 (41%) reported no
one had intervened.

Two of the 7 said it was of impor

tance for a nurse to do so.

Someone (either nurses or

someone else) intervened for the other subjects.

Table 21
Distribution of Verbatim Responses of Subjects to
Importance of Nurse as Intervener
by Listening to Patient Talk
About Religious Beliefs

Importance of Nurse as Intervener

n

Very important
Important
Important if I feel depressed
Important if nurse wasn't so busy
Important if requested by patient
Important if nurse feels a need and has
training
Important, nurse should be concerned how
a patient cares about such things
Important but second to health care
Important if they have time and want to
Quite important
Comforting
Somewhat important
Depends on how badly nurse wants to
Don't make no difference who
Don't know
Unsure
Not a nurse's duty
Not really important
Not important
Not important, immaterial
Not very important
Not important at all
Don't expect nurse

3
3
1
1
1

Total

1
1
1
1
1
1
1
1
1
1

1
4
1
1
40
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Frequencies of reported absence of intervention and
importance of the nurse as intervener by age category for
item #8 are displayed in Table 22.

Table 22
Frequencies of Reported Absence of Intervention
by Listening to Patient Talk About God
and Importance of Nurse as Intervener
by Age Category

Age (years)

n.

Frequency of
Absence of
Intervention

Percent

Importance
of Nurse

30-45

8

2

25.0

1

46-60

15

6

40.0

3

61-74

17

7

41.0

2

Total

40

15

37.5

6

Responses to Item #8 Related to Gender and Religion

Analysis showed no major differences or trends.
Frequencies of reported absence of intervention and
importance of the nurse as intervener by gender and reli
gion for item #8 are displayed in Tables 76 and 77 in
Appendix E.

Responses to Item #8 Related to Days Hospitalized

Analysis showed that frequency of this intervention
by listening to patient talk about religious beliefs
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decreased with days hospitalized.

0£ the subjects hospi

talized 2 days or less, 3 (27%) reported no one had
intervened.

Despite the fact that no one had intervened

to provide this spiritual care intervention,
it was of importance for a nurse to do so.

all 3 said
Someone

(either a nurse or someone else) intervened for the other
subjects.
For those subjects hospitalized more than 2 days,
(41%) reported no one had intervened,

12

and 3 of these 12

said it was of importance for a nurse to do so.

Someone

(either a nurse or someone else) intervened for the other
s ubjects.
Frequencies of reported absence of intervention and
importance of the nurse as intervener by days hospital
ized for item #8 are displayed in Table 23.

Analysis of Responses to Item #9

Each of the 40 subjects responded to item #9 which
asked,

"While you have been in the hospital, has anyone

talked to you about fears of dying?

If so, who was it?

How important is this to you for a nurse to do?"

Distri

bution of responses of subjects to importance of nurse as
intervener for item #9 is displayed in Table 24.

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.

112
Table 23
Frequencies of Reported Absence of Intervention by
Listening to Patient Talk About Religious Beliefs
and Importance of Nurse as Intervener
by Days Hospitalized
Frequency of
Absence of
Intervention

Hospital
Stay

n

Two Days
or Less

11

3

27.0

3

More Than
Two Days

29

12

41.0

3

Total

40

15

37.5

6

Percent

Importance
of Nurse

Twenty-four subjects indicated it was of importance
for a nurse to intervene,
tance was conditional,
for a nurse to do.

7 said it was nice or impor

and 9 said it was not important

Patients either initiate the conver

sation or give cues to the nurse that they are concerned
about dying.

The only categories which showed major

differences or trends were age and days hospitalized.

Responses to Item #9 Related to Age

Analysis showed that frequency of intervention by
talking with patient about fears of dying was increased
for younger ages and occurred least frequently in the
middle age range.

Of subjects between 30-45, 3 (27%)

reported no one intervened.

Despite the fact that no one
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Table 24
Distribution of Verbatim Responses of Subjects to
Intervention by Talking With Patient About Fears
of Dying and Importance of Nurse as Intervener
Related to Age Category

Importance of Nurse as Intervener

n

Very important
Important
Very important, but not known where they
are spiritually
Very important, it helped a lot
Very important as I was very ill and
it was comforting
Very important as I thought I was dying
Important, if needed
Important they can listen
Important if I'm in that situation
Important when it's that time
Important as nurse may need to intercede
for patient
Important when patient near death
Comforting but not critical
Great that nurse cared
Depends on personality of nurse and if
you can open up
It don't bother me
Don't like to think about it, but it's
important when I want to talk
Nurses are so busy (subject started to cry)
Nurse would have to be philosophical,
spiritual, and have knowledge of subject
Don't need that
Not important
Not important, I work with hospice
Not important as I want to talk about living
not dying
Not important as nursing and spiritual are
two difference areas
Not important, not nurse's place
Should encourage you not to talk about it
Talking about it is pessimistic

10
3

Total

40

1
1

1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
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had intervened for these 3, 2 said it was of importance
for a nurse to do so.

Someone (either a nurse or someone

else) intervened for the other subjects.
In the 46-60 age category,
had intervened.

10 (67%) reported no one

Despite the fact that no one had inter

vened for these 10, 6 said it was of importance for a
nurse to do so.

Someone (either a nurse or someone else)

intervened for the other subjects.
In the 61-74 age category,

8 (47%) reported no

one had intervened, and 3 of the 8 said it was of impor
tance for a nurse to do so.

Someone (either a nurse or

someone else) intervened for the other subjects.
Frequencies of reported absence of intervention and
importance of nurse as intervener by age category for
item #9 are displayed in Table 25.

Responses to Item #9 Related to Gender and Religion

There were no major differences or trends noted when
the question of whether anyone had talked with patients
about fears of dying was analyzed according to gender and
religion.

Frequencies of reported absence of interven

tion and importance of nurse as intervener by gender and
religion for item #9 are displayed in Tables 78 and 79 in
Appendix E.

F “ "
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Table 25
Frequencies of Reported Absence of Intervention by
Importance of Nurse as Intervener by Age
Category for Item #9

Age (years)

Frequency of
Absence of
Intervention

n

Importance
of Nurse

Percent

30-45

8

3

27.0

2

46-60

15

10

67.0

6

61-74

17

8

47.0

3

Total

40

21

52.5

11

Responses to Item #9 Related to Davs Hospitalized

Of the subjects hospitalized 2 days or less,
reported no one had intervened.

9 (82%)

Despite the fact that no

one had provided this spiritual care intervention,

6 of

these 9 it was of importance for a nurse to do so.
Someone (a nurse plus someone else) intervened for the
other subjects.
Of the subjects hospitalized more than 2 days, 12
(41%) reported that no one had intervened,

and 5 of the

12 said it was of importance for a nurse to do so.
Someone (either a nurse or someone else) intervened for
the other subjects.
Frequencies of reported absence of intervention and
importance of the nurse as intervener by days
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hospitalized for item #9 are displayed in Table 26.

Table 26
Frequencies of Reported Absence of Intervention by
Talking With Patient About Fears of Dying and
Importance of Nurse as Intervener by
Days Hospitalized

Frequency of
Absence of
Intervention

Importance
of Nurse

Hospital
Stay

n

Two Days
or Less

11

9

82.0

6

More Than
Two Days

29

12

41.0

5

Total

40

21

52.5

11

Percent

Analysis of Responses to Item #10

Each of the 40 subjects responded to the question
which asked,

"While you have been in the hospital, has

anyone helped obtain spiritual material
jects were also asked,
a nurse to do?"

for you?"

Sub

"How important is this to you for

Distribution of verbatim responses of

subjects to importance of nurse as intervener is d is
played in Table 27.
Thirteen subjects said it was of importance for a
nurse to intervene,

8 said it was nice or conditional,

and 19 said it was not important for a nurse to do so.

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.

117
Table 27
Distribution of Verbatim Responses of Subjects to
Importance of Nurse as Intervener by Obtaining
Spiritual Materials

Importance of Nurse as Intervener

n

Very important
Important
Important if they have time
Important if she feels comfortable
Important if I didn't have my Bible
Important if I need it
Important if I asked
Very important, good to know they could
get it for you
Would be wonderful if she would get it for you
If that's your preference, it's nice
She should be able to do it
Would be nice if a person didn't have any
family to do it
It was helpful
I don't read too much
They don't have time
Not really important as nurse is too busy
Rather have clergy
Not very important
Not important
Not so important

4
1
1
1
1
1

1
7
10
1

Total

40

1
1
1
1
1
1
1
1

Responses to Item #10 Related to Acre, Gender. Relicrion,
and Davs Hospitalized

There were no major differences or trends noted
within any of these categories.

Frequencies of reported

absence of intervention and importance of the nurse as
intervener by age, gender, religion,

or days hospitalized
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for item #10 are displayed in Tables 80, 81, 82, and 83
in Appendix E.

Analysis of Responses to Item #11

Each of the 40 subjects responded to the question
which asked,

"While you have been in the hospital has

anyone helped you carry out spiritual practices or ritu
als?

If yes, who was it?

How important is this to you

for a nurse to do?"
Three subjects said it was important for a nurse to
do so.

Four said intervention by a nurse was condition

al, and 33 said it was not important for a nurse to help
patients carry out spiritual practices.

The only catego

ry which showed major differences or trends was age
range.
Distribution of verbatim responses of subjects to
importance of nurse as intervener for item #11 is dis
played in Table 28.

Responses to Item #11 Related to Aoe

Analysis showed that frequency of intervention
decreased with age.

In the 30-45 age category,

reported no one had intervened,
importance for a nurse to do so.

3 (27%)

and none said it was of
Someone (either a nurse

or someone else) intervened for the other subjects.

r'
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Table 28
Distribution of Verbatim Responses of Subjects to
Importance of Nurse as Intervener by Helping
Patient Carry Out Spiritual Practices
Importance of Nurse as Intervener

n

Important if nurse feels comfortable
Important if clergy no available
Wonderful thing for a nurse to do to
help patient
Depends on whether nurse is same religion
as me
Nurses are too busy
More appropriate from clergy
Rather have clergy
Clergy can do it
Between God and I and others
Not necessarily important
Not necessary for me
Not important
Not important to me
Not very important
Not sure
No response

1
1

1
3
1
1
2
1
1
1
15
4
2
1
3

Total

40

In the 46-60 age category,
had intervened,
nurse to do so.

1

8 (53%) reported no one

and none said it was of importance for a
Someone,

other than a nurse intervened

for the other subjects.
In the 61-7 4 age category,
had intervened,

and only 1 of the 11 said it was of

importance for a nurse to do so.
nurse,

11 (65%) reported no one

Someone,

other than a

intervened for the other subjects.

Frequencies of reported absence of intervention and
importance of nurse as intervener by age category are
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displayed in Table 29.

Table 29
Frequencies of Reported
Helping Patient Carry
and Importance of
by Age

Age

(years)

Absence of Intervention by
Out Spiritual Practices
Nurse as Intervener
Category

Frequency of
Absence of
Intervention

n

Percent

Importance
of Nurse

30-45

8

3

27.0

0

45-60

15

8

53.0

0

61-74

17

11

65.0

1

Total

40

22

55.0

1

Responses to Item #11 Related to Gender. Reliaion. and
Days Hospitalized

Analysis failed to show major differences or trends
within these categories.

Frequencies of reported absence

of intervention and importance of nurse as intervener by
gender are displayed in Tables 84, 85, and 86 in Appendix

E.
Analysis of Responses to Item #12

Each of the 40 subjects responded to the question
which asked, "While you have been in the hospital has
anyone discussed with you the meaning and purpose of
life?

If yes, who was it?

How important is it to you
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for a nurse to do?"

Distribution of verbatim responses

of subjects to importance of nurse as intervener for item
#12 is displayed in Table 30.

Nine said it was important

for a nurse to do, 7 said it was nice or conditionally
important,

and 24 said it was not important for a nurse

to intervene.

Responses to Item #12 Related to Age

Analysis showed that there was a trend that frequen
cy of intervention by discussing with patient the meaning
and purpose of life decreased with age.
category,

In the 30-45 age

only 1 (12.5%) reported no one had intervened,

and that 1 said it was of importance for a nurse to do
so.

Someone (either a nurse or someone else) intervened

for the other 7 subjects.
In the 46-60 age category,
had intervened.

9 (60%) reported no one

Despite the fact that no one intervened

in providing this spiritual care, 4 said it was of impor
tance for a nurse to do so.

Someone (either a nurse or

someone else) intervened for the other subjects.
In the 61-74 age category,
had intervened,

12 (71%) reported no one

and 1 of these subjects said it was of

some importance for a nurse to do so.

Someone (either a

nurse or someone else) intervened for the other 5 sub
jects .
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Table 30
Distribution of Verbatim Responses of Subjects to
Importance of Nurse as Intervener by Discussing
With Patient the Meaning and Purpose of Life
Importance of Nurse as Intervener

n

Awfully important for nurse to do
Important if nurse feels comfortable
Important if nurse is not too busy
Important if clergy not available
Important to me personally
Important to talk of my salvation
Important if I need it
Wonderful thing for nurse to ask, helps
to think about these things
Would be nice
Really not sure of purpose of life
Takes pretty sharp nurse to do this
Nurses have too much to do
Not nurse's place
My clergy's job
Not important now, an individual matter
Not very important
Not important
Not really important
Not important yet
Not important at all
No response
Total

'

5
40

Frequencies of reported absence of intervention and
importance of nurse as intervener by age category for
item #12 are displayed in Table 31.

Responses to Item #12 Related to Gender. Religion,
Days Hospitalized

and

Analysis did not show any major differences or
trends within the categories.

Frequencies of reported

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.

123
absence of intervention and importance of nurse as inter
vener by gender,

religion,

and days hospitalized are di s 

played in Tables 87, 88, and 89 in Appendix E.

Table 31
Frequencies of Reported Absence of Intervention by
Discussing With Patient the Meaning and Purpose
of Life and Importance of Nurse as Intervener
by Age Category

Age (years)

Frequency of
Absence of
Intervention

n

Percent

Importance
of Nurse

30-45

8

1

12.5

0

46-60

15

9

60.0

4

61-74

17

12

71.0

1

Total

40

22

55.0

5

Analysis of Responses to Item #13

Each of: the 40 subjects responded to the question
which asked,

"While you have been in the hospital,

has

anyone assured you of the presence of a Supreme Being?
If yes, who was it?
nurse to do this?"

How important is it to you for a
Distribution of verbatim responses <

subjects to importance of nurse as intervener for item
#13 is displayed in Table 32.

Nineteen subjects said it

was of importance for a nurse to do, 4 said it was condi
tional,

and 18 said it was not important for a nurse to
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do.
Table 32
Distribution of Verbatim Responses of Subjects to
Importance of Nurse as Intervener by Assuring
Patient of Presence of Supreme Being
Importance of Nurse as Intervener

n

Could be important
Important
Important at this time
Important if she knows where she stands
with God
Important if nurse trained for it
Important for anyone to do
Absolutely important
Very important
Very important because I was so ill
She should be at the top of the list or
she's the one who does all the one-on-one
Wonderful to assure you as you sometimes
don't know, and it's helpful
Would be all right
Lot to expect out of a nurse
It's very busy for them
Not for nurses to do
Clergy read from Bible
Rather have clergy
Not important
Not important, knowledge should come
from within
Not very important
No response

1
1
1
1
1
1
1

1
1
1
1
1
1
1
10
1
1
1
40

Total

The question of whether anyone had intervened by
assuring patients of the presence of a Supreme Being was
analyzed according to age, gender,
of hospitalization.

religion, and length

The only category which showed a

trend was the age range.
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Responses to Item #13 Related to Age

Analysis showed that there was a trend for frequency
of intervention by assuring patient of the presence of a
Supreme Being to decrease with age.

In the 30-45 age

category, only 1 (12.5%) reported no one had intervened,
and that 1 said it was not of importance for a nurse to
do so.

Someone (either a nurse or someone else) inter

vened for the other 7 subjects.
In the 46-60 age category,
has intervened,

4 (27%) reported no one

and 1 of the 4 said it was of importance

for a nurse to do so.

Someone (either a nurse or someone

else) intervened for the other subjects.
In the 61-74 age category,
had intervened.

6 (35%) reported no one

Despite the fact that no one provided

this spiritual care intervention,
tance for a nurse to do so.

3 said it was of impor

Someone (either a nurse or

someone else) intervened for the other subjects.
Frequencies of reported absence of intervention and
importance of nurse as intervener by age category for
item #13 are displayed in Table 33.

Responses to Item #13 Related to Gender. Religion,
Days Hospitalized

and

Analysis did not show any trends or major differenc
es within these categories.

Frequencies of reported
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absence of intervention and importance of nurse as inter
vener by gender,

religion,

and days hospitalized for item

#13 are displayed in Tables 90, 91, and 92 in Appendix E.

Table 33
Frequencies of Reported Absence of Intervention by
Assuring Patient of the Presence of a Supreme
Being and Importance of Nurse as Intervener
by Age Category

Age (years)

Frequency of
Absence of
Intervention

n

Percent

Importance
of Nurse

30-45

8

1

12.5

0

46-60

15

4

27.0

1

61-74

17

6

41.0

3

Total

40

11

27.5

4

Analysis of Responses to Item #14

Each of the 40 subjects responded to the question
which asked,

"While you have been in the hospital, has

anyone arranged a visit from clergy for you?
was it?

If yes, who

How important is this to you for a nurse to do?"

Distribution of verbatim responses of subjects to impor
tance of nurse as intervener is displayed in Table 34.
Twenty-nine subjects said it was important for a nurse to
intervene, 7 said it would be nice or that importance was
conditional, and 5 said it was not important for a nurse
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to do or had no response.
The question of whether anyone had arranged a visit
with clergy was analyzed according to age, gender,
gion, and length of hospitalization.

reli

Each of these

categories showed some trend or differences except
gender.

Responses to Item #14 Related to Age

Analysis showed there was a trend for frequency of
intervention by arranging a visit with clergy to decrease
with age.

In the 30-45 age category,

one had intervened,

2 (25%) reported no

and both subjects said it was of

importance for a nurse to do so.

Someone (either a nurse

or someone else) intervened for the other subjects.
In the 46-60 age category,
intervened.

6 (40%) reported no one

Despite the fact that no one had intervened

by providing this spiritual care intervention,
it was of importance for a nurse to do so.

all 6 said

Someone

(either a nurse or someone else) intervened for the other
subjects.
In the 61-74 age category,
had intervened,

9 (53%) reported no one

and 6 of the 9 said it was of importance

for a nurse to do so.

Someone (either a nurse or someone

else) intervened for the other 8 subjects.

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.

128
Table 34
Distribution of Verbatim Responses of Subjects to
Importance of Nurse as Intervener by Arranging
a Visit With Clergy

Importance of Nurse as Intervener

n

Very important
Very important, it's very helpful
Very important to me
Very important if I need one
Very important, comforting
Very important as I was sick
Very important, she called my Pastor
on admission
Important
Important, glad she asked
Important if I needed one
Important to know it's available from nurse
Could be important
Important to me
Nice if she can
Very helpful
Wonderful to know she would do that for you
Would be good
If you need them, a nurse is the way to
get them
It should be requested
Not really important
Not important
No response

7
1
1
2
1
2
1
6
1
3
2
1
1
1
1
1
1
1
1
1
3
1
40

Total

Frequencies of reported absence of intervention and
importance of nurse as intervener by age category for
item #14 are displayed in Table 35.

Responses to Item #14 Related to Gender

Analysis did not show any major differences between
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males and females.

Frequencies of reported absence of

intervention and importance of nurse as intervener by
gender on item #14 are displayed in Table 93 in Appendix
E.

Table 35
Frequencies of Reported Absence of Intervention by
Arranging a Visit With Clergy and Importance of
Nurse as Intervener by Age Category

Age (years)

Frequency of
Absence of
Intervention

n

Percent

Importance
of Nurse

30-45

8

2

25.0

2

46-60

15

6

40.0

6

61-74

17

9

53.0

6

Total

40

17

42.5

14

Responses to Item #14 Related to Religion

Analysis showed that Catholic and Protestant sub
jects tended to be provided this intervention by
arranging a visit with clergy more frequently.
Protestant subjects,
vened.

7 (37%) reported no one had inter

Despite the fact

vention,
to do so.

Of

6 of the 7 said

that no one provided this inter
it was of importance for a

Someone (either a nurse

intervened for the other

nurse

or someone else)

subjects.
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Of Catholic subjects,
intervened.

3 (27%) reported no one had

Two of the 3 said it was of importance for a

nurse to do so.

Someone (either a nurse or someone else)

intervened for the other 8 subjects.
Of the subjects who listed other religious prefer
ence which they identified as neither Protestant nor
Catholic,

4 (67%) reported no one had intervened.

said it was of importance for a nurse to do so.

All 4
Someone

(either a nurse or someone else) intervened for the other
2 subjects.
Of the subjects who avowed no religious preference,
3 (75%) reported no one had intervened, but 2 of the 3
said it was of importance for a nurse to do so.

A nurse

intervened for the other subject.
Frequencies of reported absence of intervention and
importance of nurse as intervener by religion for item
#14 are displayed in Table 36.

Responses to Item #14 Related to Days Hospitalized

Analysis showed that subjects who had been hospital
ized the longest received less frequent intervention.

Of

subjects hospitalized 2 days or less, 3 (27%) reported no
one had intervened,

and all 3 said it was of importance

for a nurse to do so.

Someone (either a nurse or someone

else) intervened for the other 8 subjects.
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Table 36
Frequencies of Reported Absence of Intervention by
Arranging a Visit With Clergy and Importance of
Nurse as Intervener by Religion

Frequency of
Absence of
Intervention

Religious
Preference

n

Protestant

19

7

37.0

6

Catholic

11

3

27.0

2

Other

6

4

67.0

4

None

4

3

75.0

2

40

17

42.5

14

Total

Percent

Importance
of Nurse

Of subjects hospitalized more than two days,
(48%) reported no one had intervened.

14

Despite the fact

that no one had intervened by providing this spiritual
care intervention,

11 of the 14 said it was of importance

for a nurse to do so.
else)

Someone (either a nurse or someone

intervened for the other subjects.
Frequencies of reported absence

importance of nurse as intervener

of intervention and

by days hospitalized

are displayed in Table 37.

Analysis of Responses

to Item #15

Each of the 40 subjects responded to the question
which asked,

"While you have been in the hospital, has
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anyone prayed for you or told you they prayed for you?

Table 37
Frequencies of Reported Absence of Intervention by
Arranging a Visit With Clergy and Importance of
Nurse as Intervener by Days Hospitalized

Hospital
Stay

n

Frequency of
Absence of
Intervention

Percent

Importance
of Nurse

Two Days
or Less

11

3

27.0

3

More Than
Two Days

29

14

48.0

11

Total

40

17

42.5

14

If so, who was it?
nurse to do?"
religion,

How important is this to you for a

Responses are reported by age, gender,

and days hospitalized.

Distribution of re

sponses of subjects to importance of nurse as intervener
is displayed in Table 38.
Eighteen said it was important for a nurse to pray
for patients,

9 said it would be nice or importance was

conditional, and 13 said it was not important for a nurse
to do so.

Responses to Item #15 Related to Age. Gender. Religion,
and Days Hospitalized

Analysis of responses to the question of whether
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Table 38
Distribution of Responses of Subjects to Importance
of Nurse as Intervener by Praying for Patient

n

Importance of Nurse as Intervener
Absolutely important
Very important
Very important if she feels comfortable
Very important, a great comfort
Very important, gave great peace
Important
Important, all the prayers of the world
is acceptable
Important when part of your faith
Important, comforting
Very comforting
Important if they feel comfortable
Important if clergy not available and
nurse trained in such things
Would be a good idea if requested
Would be wonderful, I love to hear prayer
Would be nice, but I'd have to be sending
out a flag for them to do so
Would be nice if she could deal with it
It was appreciated
She's too busy
Not required
Not important
Not important at all
Not important, but nice when Sisters do
Not important to me
No response

1
1
1
1
1
1
1
4

1
1
1
1
1
1
1
1
1
1
1
3

40

Total

anyone intervened by praying for patients showed that
there were no major differences by category, and few
subjects reported absence of this intervention.

Frequen

cies of reported absence of intervention and importance
of nurse as intervener by age, gender,

religion, and days
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hospitalized for item #15 are displayed in Tables 94, 95,
96, and 97 in Appendix E.

Analysis of Responses to Item #16

Each of the 40 subjects responded to the question
which asked,

"While you have been in the hospital, has

anyone assisted you in planning for the future?
who was it?
do?"

If so,

How important is this to you for a nurse to

Responses are reported by age, gender,

and days hospitalized.

religion,

Distribution of verbatim respons

es of subjects to importance of nurse as intervener is
displayed in Table 39.

Nine subjects said it was impor-

tant for a nurse to assist patients in planning for the
future,

5 said it would be nice or was conditional,

and

26 said it was not important for a nurse to do or had no
response.

Responses to Item #16 Related to Age. Gender, Religion,
and Days Hospitalized

Analysis of responses showed no major differences
within categories.

Few subjects reported receiving this

intervention and few said it was of importance for a
nurse to do.

Frequencies of reported absence of inter

vention and importance of nurse as intervener by age,
gender,

religion, and days hospitalized for item #16 are

displayed in Tables 98, 99, 100, and 101 in Appendix E.
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Table 39
Distribution of Verbatim Responses of Subjects to
Importance of Nurse as Intervener by Assisting
Patient Plan for the Future
Importance of Nurse as Intervener

n

Important
Important, it shows interest for you
Important if I don't have clergy
Would be important
Important because I don't know how to
obtain services and she does
Important in view of dealing with my
disease process and cancer
Important, I needed that support
Very important
It was helpful for me
Depends on how nurse and I are relating
Depends on what area of life
Would be wonderful to see how things
are going
Depends on what future
Lays too much on nurse
Don't know they can help me plan this
Not for nurse, but for social worker
Not important
Not very important
Not important, I did it outside hospital
I did it myself
No response

1
1
1
1

Total

1

1
1
1
1
1
1
1
1
1
1
13
1
1
3
40

Analysis of Responses to Item #17

Each of the 40 subjects responded to the question
which asked,

"While you have been in the hospital, has

anyone provided privacy for you to meditate or pray?
yes, who was it?
nurse to do?"

If

How important is this to you for a

Distribution of verbatim responses of
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subjects to importance of nurse as intervener is d is
played in Table 40.

Sixteen said it was of importance

for a nurse to provide privacy for prayer or meditation,
5 said it was nice but not critical,

and 19 said it was

not important or had no response.
The question of whether nurses provided privacy for
prayer or meditation for patients was analyzed according
to age, gender,

religion, and length of hospitalization.

This analysis showed that length of hospitalization was
the only category in which differences were noted.

Responses to Item #17 Related to Age. Gender, and
Religion

Analysis of responses to the question which asked
whether anyone had provided privacy for patients to pray
or meditate showed no major differences or trends
according to age, gender,

or religion.

Few subjects

reported receiving the intervention, but a large percent
age of those reporting absence of intervention indicated
it was important for a nurse to do so.
Frequencies of reported absence of intervention and
importance of nurse as intervener by age, gender, or
religion for item #17 are displayed in Tables 102, 103,
and 104 in Appendix E.
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Table 40
Distribution of Verbatim Responses of Subjects to
Importance of Nurse as Intervener by Providing
Privacy to Pray

Importance of Nurse as Intervener

n

Important
Important if I don't have clergy
Important if requested
Important while in hospital
Important, it shows respect for your beliefs
Probably important
Very important
Nice to know it's available
They would if that's your preference
A little bit important
Don't make much difference who
Don't need it right now
Need to increase wages of chaplains, if
it's their job
Not nurse's place
I can pray without privacy
I can make my own time
I have lots of privacy to pray
Not important, I like to see nurses frequently
I never asked
Not important
Not v e r y important
Not necessary
No response

3
1
8
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
5

3
2
2
40

Total

Responses to Item #17 Related to Days Hospitalized

Analysis showed that frequency of intervention by
providing privacy to pray decreased markedly with length
of hospital stay.
less,

Of the subjects hospitalized 2 days or

5 (45%) reported no one had intervened.

Despite

the fact that no one intervened by providing privacy for
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prayer or meditation,

4 of the 5 said it was of impor

tance for a nurse to do so.

Someone (either a nurse or

someone else) intervened for the other 6 subjects.
Of the subjects hospitalized more than 2 days, 23
(79%) reported no one had intervened, though 11 said it
was of importance for a nurse to do so.

Someone (either

a nurse or someone else) intervened for the other sub
jects.
Frequencies of reported absence of intervention and
importance of nurse as intervener by days hospitalized
for item #17 are displayed in Table 41.

Table 41
Frequencies of Reported Absence of Intervention by
Providing Privacy to Pray and Importance of Nurse
as Intervener by Days Hospitalized
Frequency of
Absence of
Intervention

Importance
of Nurse

Hospital
Stay

n

Two Days
or Less

11

5

45.0

4

More Than
Two Days

29

23

79.0

11

Total

40

28

70.0

15

Percent

Analysis of Responses to Item #18

Each of the 40 subjects responded to the question
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which asked, "While you have been in the hospital, has
anyone provided you with materials that lift the spirits?
If yes, who was it?
nurse to do?"

How important is this to you for a

Responses are reported by age, gender,

religion, and days hospitalized.

Distribution of verba

tim responses of subjects to importance of nurse as
intervener is displayed in Table 42.

Six subjects said

it was important for a nurse to provide materials that
lift the spirits,

15 said it would be nice or that impor

tance was conditional,

and 19 said it was not important

or had no response.
The question of whether anyone provided patients
with materials that lift the spirits was analyzed accord
ing to age, gender,
tion.

religion, and length of hospitaliza

This analysis showed that there were differences

by age and religion.

The older the patient,

frequent the intervention.

the less

The Catholic subjects

reported greater frequency of intervention.

Responses to Item #18 Related to Age

Analysis showed that those patients in the 61-74 age
category received less frequent intervention by providing
materials that lift the spirits.

Of subjects in the 30-

45 age category, 2 (25%) reported no one had intervened,
and neither of these said it was of importance for a
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nurse to do so.

Someone (either a nurse or someone else)

intervened for the other subjects.

Table 42
Distribution of Verbatim Responses of Subjects to
Importance of Nurse as Intervener by Providing
Materials That Lift the Spirits

Importance of Nurse as Intervener

n

Very important
Very important because of being brought
face to face with death
Very important at times
Could be important
Sometimes important
Important
Important if nurse wants unless can't
take time
Important if clergy not available
Important if of same faith
Would like but nurse don't have time
Would be really nice
Should be important especially if I need it
Very comforting
Nice gesture
Depends on how I'm feeling
Would be nice if they had something special
Don't make no difference who
Nurse is too busy
Not important
Not important, they have their own job
Not very important
No response

1
1
I
1
1
1
1
1
1
1
1
1
1
1
1
1
1
4
10
1
1
40

Total

In the 46-60 age category,
had intervened,

4 (76%) reported no one

and 2 of these said it was of importance

for a nurse to do so.

Someone (either a nurse or someone

else) intervened for the other subjects.

r
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In the 61-74 age category,
had intervened.

8 (47%) reported no one

Despite the fact that no one intervened

to provide this spiritual care intervention,

4 of the 8

said it was of importance for a nurse to do so.

Someone

(either a nurse or someone else) intervened for the other
subjects.
Frequencies of reported absence of intervention and
importance of the nurse as intervener by age category for
item #18 are displayed in Table 43.

Table 43
Frequencies of Reported
Providing Materials
and Importance of
by Age

Age (years)

Absence of Intervention by
That Lift the Spirits
Nurse as Intervener
Category

Frequency of
Absence of
Intervention

n

Percent

Importance
of Nurse

30-45

8

2

25.0

0

46-60

15

4

26.0

2

61-74

17

8

47.0

4

Total

40

14

35.0

6

Responses to Item #18 Related to Gender and Days
Hospitalized

Analysis showed no trends or major differences
within these categories.

Frequencies of reported absence
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of intervention and importance of the nurse as intervener
by gender and days hospitalized for item #18 are dis
played in Tables 105 and 106 in Appendix E.

Responses to Item #18 Related to Religion

Of Protestant subjects,

9 (47%) reported no one had

intervened by providing materials that lift the spirits.
Despite the fact that no one had provided this interven
tion, 4 of the 9 said it was of importance for a nurse to
do so.

Someone (either a nurse or someone else) inter

vened for the other subjects.
Among Catholics,
intervention,

only 1 (9%) reported absence of

and that 1 said it was of importance for a

nurse to do so.

Someone (either a nurse or someone else)

intervened for the other subjects.
Of the subjects espousing other religious preferenc
es, 2 (33%) reported no one had intervened, and both said
it was of importance for a nurse to do so.

Someone

(either a nurse or someone else) intervened for the other
subjects.
Of the subjects stating no religious preference,

2

(50%) reported no one had intervened, but none said it
was of importance for a nurse to do so.

Someone (either

a nurse or someone else) intervened for the other sub
jects .

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.

143
Frequencies of reported absence of intervention and
importance of the nurse as intervener by religion for
item #188 are displayed in Table 44.

Table 44
Frequencies of Reported Absence of Intervention by
Providing Materials That Lift the Spirits and
Importance of Nurse as Intervener by Religion

Frequency of
Absence of
Intervention

Religious
Preference

n

Protestant

19

9

47.0

4

Catholic

11

1

9.0

0

Other

6

2

33.0

2

None

4

2

50.0

0

40

14

35.0

6

Total

Percent

Importance
of Nurse

Analysis of All Items on PPSC by Age

The trend seen was that the provision of spiritual
care intervention decreased with age, though for some
interventions the middle age group (46-60) received the
fewest interventions.

As can be seen in Table 45, the

older age groups reported greater frequency of the ab
sence of or lack of provision of the 18 spiritual care
interventions.

Only three items (2,4,6) showed no major

differences between age groups.

Frequency of absence of
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intervention on PPSC by age is displayed in Table 45.

Table 45
Frequency of Absence of Intervention
on PPSC by Age
Item

Freq. of
Absence

1
2
3
4
5
6
7
8
9
10
11

12
13
14
15
16
17
18

Age 46-60

Age 30-45

1
2
3
3
0
3
1
2
3
5
3
1
1
2
0
5
4
2

%

12.5
25.0
37.5
37.5
0
37.5
12.5
25
27
62.5
27
12.5
12.5
25
0
62.5
62.5
25

Freq. of
Absence

6
3
9
4
0
5
7
6
10
9
8
9
4
6
1
11
11
4

Age 61-74

%

35
20
60
27
0
33
47
40
67
60
53
60
27
40
7
73
73
26

Freq. of
Absence

5
2
9
6
0
6
8
7
8
9
11
12
6
9
2
11
13
8

%

29
12
53
35
0
35
47
41
47
59
65
71
41
53
12
65
76
47

Analysis of Responses Related to Religious
or Existential Aspects

The Patients'

Perceptions of Spiritual Care Ques

tionnaire contained items which addressed both religious
and existential aspects of spirituality.

Religious

aspects included references to or relationships with God
or a Supreme Being, and formalized practices and rituals
involved in those relationships.

Existential aspects
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included relationship with others and self, and do not
involve God or religious affiliation.

Items which repre

sent the religious aspects of spirituality are:
(asking if patients want to talk to clergy),
(praying with patient),

tening to patients talk about God),
patient about religious beliefs),

item #7 (lis

item #8 (talking with

item #13 (assuring

patient of presence of a Supreme Being),

tient),

item #2

item #4 (talking with patient

about God), item #6 (reading Scriptures),

ranging clergy visits),

Item #1

item #14 (ar

item #15 (praying for the p a 

and item #17 (providing privacy for prayer or

meditation).

Items which represent existential aspects

of spirituality are:

Item #3 (encouraging patient to

talk about hopes and dreams),
and concern),

item #5 (showing kindness

item #9 (talking about fears of dying),

item #10 (obtaining spiritual materials),
sisting in spiritual practices),
meaning and purpose of life),

item #11 (as

item #12 (discussing the

item #16 (assisting in

planning for the future), and item #18 (providing m a t e r i 
als that lift the spirits).

Items Related to Religious Aspects

Items related to the religious aspects of spiritual
ity were analyzed according to reported absence of
interventions.

More than 2/3 of subjects reported that
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someone intervened by providing for religious spiritual
care interventions
possibilities).

(264 reported interventions out of 400

As can be seen in Table 46, for the

religious spiritual

care interventions except #17 (pro

viding privacy to pray),

less than 45% reported an a b 

sence of provision of the interventions.
gious spiritual

care interventions as a whole,

ported absence of intervention.
to patients'

For the reli
34% re

Frequencies of responses

perceptions of absence of spiritual care by

religious aspects of spirituality are displayed in Table

Table 46
Frequencies of Responses to Patients' Perception of
Absence of Spiritual Care by Religious Aspects

Item #

1
2
4
6
7
8
13
14
15
17

Frequency of
Absence of
Intervention

12
7
13
14
16
15
11
17
3
28

Percent

30.0
17.5
32.5
35.0
40.0
37.5
27.5
42.5
7.5
70.0
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Items Related to Existential Aspects

Items related to the existential aspects of
spirituality were analyzed according to reported absence
of interventions.

There were 169 actual spiritual

care

interventions addressing existential spiritual needs out
of a possibility of 320.

As can be seen in Table 47, for

the existential spiritual

care interventions except #5

and #18 (shows kindness and concern, and provides m a teri
als that lift the spirits),

over 50% of subjects reported

an absence of provision of the interventions.
cies of responses to patients'

Frequen

perception of absence of

spiritual care by existential aspects are displayed in
Table 47.
Table 47
Frequencies of Responses to Patients' Perceptions of
Absence of Spiritual Care by Existential Aspects

Item #

3
5
9
10
11
12
16
18

Frequency of
Absence of
Intervention

21
0
21
23
23
22
27
14

Percent

52.5
0.0
52.5
57.5
57.5
55.0
67.5
35.0
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Analysis o£ Items Related to Medical Center

There were 19 subjects from Medical Center A, 7 from
Medical Center B, and 14 from Medical Center C.
medical
day.

All 3

centers provide pastoral care on call 24 hours a

As can be seen in Table 48, the trend was that a

larger percentage of subjects at Medical Center A report
ed absence of spiritual care interventions than did
subjects at Medical Centers B and C.
representing existential spiritual
asterisks.

Interventions

care are noted with

Frequencies and percentiles of absence of

intervention on items of patients'

perception of spiritu

al care questionnaire by medical center are displayed in
Table 48.

Subjects' Responses to the Spiritual
Well-Being Scale

The Spiritual Well-Being Scale (SWB) developed by
Paloutzian and Ellison (1983) was administered to all 40
subjects.

The SWB is an 18-item Likert scale which has

two subscales to reflect the two dimensions of spiritual
ity.

One subscale is a 10-item scale measuring religious

well-being (RWB), and the other subscale is a 10-item
scale with no reference to God which measures existential
well-being (EWB).

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.

149
Table 48
Frequencies and Percentiles of Absence of Intervention
on Items of Patients' Perceptions of Spiritual
Care Questionnaire by Medical Center

Item #

Medical
Center A
Freq.

1
2
3*
4
5*
6
7
8
9*
10*
11*
12*
13
14
15
16*
17
18*

12
7
14
8
0
8
10
10
12
13
10
14
8
10
3
14
12
8

Percent
63.0
37.0
74.0
42.0
0.0
42.0
53.0
53.0
63.0
68.0
53.0
74.0
42.0
53.0
16.0
74.0
63.0
42.0

Medical
Center B
Freq.
2
3
4
3
0
4
3
3
6
4
1
3
2
0
0
5
3
3

Percent

Medical
Center C
Freq

Percent

4
1
3
2
0
2
3
2
3
6
12
5
1
7
0
8
13
3

28.5
7.0
21.0
14.0
0.0
14.0
21.0
14.0
21.0
43.0
86.0
36.0
7.0
50.0
0.0
57.0
93.0
21.0

28.5
43.0
57.0
43.0
0.0
57.0
43.0
43.0
86.0
57.0
14.0
43.0
28.5
0.0
0.0
71.0
43.0
43.0

* existential aspects

Analvsis of Religious Well-Being (RWB)

The one- way analysis of variance test was used to
measure whether groups were significantly different on
RWB by the variables age, gender,
center, p. =.05.

religion,

and medical

Because of the inequality of numbers of

subjects in the groups of the days hospitalized and
numbers of hospitalizations categories and the small
sample size, these categories of information are not

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.

150
useful for making inferences.

Religious Well-Being and the Variable Ace

The analysis of variance test for RWB by age showed
a probability of

.0633 that the groups differed.

Results

of the ANOVA for RWB by age are displayed in Table 49.

Table 49
ANOVA Comparing Means of RWB by Age
Degrees of
Difficulty

Source

Between groups

Mean
Squares

2

217.4570

Within groups

37

73.0665

Total

39

F-Ratio

2.9762

Prob.

.0633

Because the sizes of the groups were not equal, and
the sample size was small, a nonparametric test is appro
priate.

The chi-square was used to measure whether the

groups differed.
of

Chi-square results showed a probability

.0323 that the groups differed.

Results of the chi-

square for RWB are displayed in Table 50.
The LSD procedure was used to compare mean scores on
RWB by age.

Results showed that group 2 (ages 46-60) had

higher mean scores on the RWB scale than group 3 (ages
61-74).

Results of the LSD procedure for RWB by age are
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displayed in Table 51.

Table 50
Chi-square Comparing Means of RWB by Age
Chi-square
(corrected for ties)

Cases

Probability

6.8681

40

.0323

Table 51
LSD Procedure for RWB by Age

Mean

Group

45.9333

3 (61-74))

48.8125

1 (30-45)

53.2647

2 (46-60)

1

2

3

*

Religious well-being decreased with age.
of spiritual

Frequency

care interventions also decreased with age,

even though the older subjects said it was important for
nurses to provide them.

Religious Well-Being and the Variable Gender

The one-way analysis of variance was used to measure
for differences in RWB related to gender.

Results of the

ANOVA showed that there was no relationship between
gender and RWB.
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Religious Well-Being and the Variable Religion

The one-way analysis of variance was used to measure
for differences in RWB related to religion.

Results of

the ANOVA showed that there was no relationship between
religion and RWB.

Religious Well-Being and the Variable Medical Center

The one-way analysis of variance was used to measure
for differences in RWB related to medical center.
Results of the ANOVA showed that there was no relation
ship between medical center and RWB.

Analysis of Existential Well-Being (EWB)

The one-way analysis of variance was used to measure
whether groups were significantly different on EWB at the
0.05 probability level by the variables age, gender,
religion,

and medical center.

Because of the inequality

of numbers of subjects in the groups of the days hospi
talized and numbers of hospitalizations categories,
the small sample size,

and

the information is not useful for

making inferences.

Existential Well-Being and the Variable Age

The one-way analysis of variance was used to test
for any differences in EWB related to age.

Results of

r"
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the ANOVA showed that the groups did not differ signifi
cantly.

Existential Well-Being and the Variable Gender

The one-way analysis of variance was used to test
for any differences in EWB related to gender.

Results of

the ANOVA showed that the groups did not differ signifi
cantly.

Existential Well-Being and the Variable Religion

The one-way analysis of variance was used to test
for any differences in EWB related to religion.

Results

of the ANOVA showed that there was no relationship b e 
tween religion and EWB.

Existential Well-Being and the Variable Medical
Center

The one-way analysis of variance for EWB by medical
center showed a probability of 0.0539 that the groups
differed.

Results of the ANOVA for EWB by medical

center

are displayed in Table 52.
Tests for homogeneity of variances were performed.
The Cochrans C and Bartlett multiple range tests showed
that the variances were not equal.

Results of the tests

for homogeneity for EWB by medical center are displayed
in Table 53.
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Table 52
ANOVA Comparing Means of EWB by Medical Center
Degrees of Mean
Freedom
Squares

Source

Between groups

2

184.4856

Within groups

37

58.2976

Total

39

F-ratio

Probability

3.1646

.0539

Table 53
Tests for Homogeneity of EWB by Medical Center

Test

Probability

Cochrans C

.027

Bartlett

.017

Since the groups were not equal,
homogeneous,

the groups were not

and the sample size was small, a

nonparametric test was indicated.

The Kruskal-Wallis

one-way ANOVA was used to measure whether the groups
differed.
ty of

The Kruskal-Wallis results showed a probabili

.0268 that the groups differed.

Results of the

Kruskal-Wallis ANOVA for EWB by medical center are dis
played in Table 54.
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Table 54
K-W ANOVA Comparing Means of EWB by Medical Center
Degrees of
Freedom

Source

Between Groups

Mean
Squares

2

473.0771

Within Groups

37

118.2796

Total

39

F-ratio

Probability
.0268

3.9996

The LSD procedure was used to show pairs of groups
significantly different at the .100 lev e l .
the LSD procedure for EWB by medical
in Table 55.

Results of

center are displayed

Mean scores for subjects at medical center

A are higher than at medical

centers B and C.

Table 55
LSD Procedure for EWB by Medical Center

Mean

Group

42.000

Medical

Center C

43.0714

Medical

Center B

48.3947

Medical

Center A

A

B

C

*

*

The chi-square nonparametric test was used to com
pare mean scores on the EWB subscale.
chi-square showed a probability of
differed.

Results of the

.0312 that the groups

Chi-square of EWB by medical center is
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displayed in Table 56.

Table 56
Chi-Square for EWB by Medical Center

n

Chi-square

Probability

40

6.9328

.0312

Analysis of Spiritual Well-Being (SWB)

Spiritual well-being is a combination of religious
and existential well-being.

The Spiritual Well-Being

Scale (SWB) reflects the combination of both dimensions
of spirituality.

The one-way analysis of variance test

was used to measure whether groups were significantly
different on SWB by the variables age, gender,
and medical

center, probability level =.05.

religion,

Because of

the inequality of numbers of subjects in the groups of
the days hospitalized and numbers of hospitalizations
categories,
not useful

and the small sample size, the information is
for making inferences.

Spiritual Well-Being and the Variable Age

The one-way analysis of variance for SWB by age
reflected that there was no relationship between age and
SWB.

The LSD procedure indicated that there was a
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difference between the 61-74 age category and the 30-45
age category which was significant at the .05 probability
level.

The 61-74 age category had higher mean scores

than the 30-45 age category.

The LSD procedure for SWB

by age is displayed in Table 57.

Table 57
LSD Procedure for SWB by Age
Mean

Group

89.5665

3

(Ages 61-74)

91.9375

1

(Ages 30-45)

100 .8824

2

(Ages 46-60)

1

2

3

*

Spiritual Well-Being and the Variables Gender.
Religion. Davs Hospitalized. Numbers of
Hospitalizations, and Medical Center

The one-way analysis of variance for SWB by gender,
religion, days hospitalized, numbers of hospitalizations,
and medical center was used to measure differences.
Results of the ANOVA reflected that groups did not differ
significantly for these variables.

Observation of Data Collectors

This section contains observations made by the data
collectors during the process of administering the
questionnaire.

It does not provide information related
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to content.

It presents observations described by data

collectors that could potentially provide clues about
some aspects of the nurse's role in providing spiritual
care, and is, therefore,

of some value.

One observation perceived by the interviewers that
consistently emerged during the questioning was that it
probably didn't matter how important a patient thought it
was for a nurse to perform the spiritual care role.

It

didn't matter because the nurse was just too busy to get
involved.

Patients sometimes had difficulty expressing

their own needs because of this impression.

Nurses

themselves provided the cues which the patients inter
preted as the too-busy status of the nurse.
Another observation that consistently emerged during
the questioning was that many terminally ill patients
have periods of weakness,

exhaustion, difficulty breath

ing, and difficulty concentrating.
very sensitive to these conditions.

Data collectors were
During the question

ing, subjects were never pushed to answer a question.
The subject was given a minute or two to respond, but if
no response was offered,

the data collector either moved

on to the next question or stopped briefly to allow the
patient some rest.

Then the questioning either continued

or the data collection ceased.

Two subjects did not

complete the questionnaires.

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.

159
Reliability of the Spiritual Well-Being Scale

The Spiritual Well-Being Scale was administered to
40 subjects with terminal cancer who were hospitalized on
the oncology units of three medical centers.

Coefficient

alpha for the subscale of Religious Well-Being was

.9352.

Coefficient alpha for the subscale of Existential WellBeing was

.8072.

The tool is considered reliable.

No subjects were able to repeat the questionnaire
after a three-day interval.

One of two events influenced

the inability of subject to repeat the questionnaires.
The most frequent event was the discharge of the subject
from the hospital.

Ninety percent of the sample had been

discharged from the hospital within three days of initial
participation in the study.

Many were hospitalized only

for the 24-72 hours needed to complete a course of chemo
therapy.

The trend is towards patients choosing to be at

home to live their last days and even to die at home.
Hospice provides the opportunity for many to do this.
The other event which influenced the inability of
subjects to repeat the questionnaires was a deterioration
of the subject's physical condition.

Three subjects

experienced periods of respiratory distress,
and periods of intractable pain.
after initial participation.

depression,

One subject died 2 days

Therefore,

no test-retest

reliability coefficient of stability could be obtained.
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Spiritual Well-Being and Spiritual Care Interventions

The scores of the 40 subjects on the Spiritual WellBeing Scale (SWB) and the frequency of provision of the
18 spiritual care interventions were analyzed to see if
there was a relationship between spiritual well-being and
frequency of spiritual care intervention.

Pearson's

correlation coefficient was used to test this relation
ship.

As shown in Table 58, the correlation coefficient

is not significantly different than zero.

Pearson's

correlation coefficient for spiritual well-being by
frequency of spiritual

care interventions is displayed in

Table 58.
Table 58
Pearson's Correlation Coefficient for Spiritual
Well-Being by Frequency of Spiritual Care
Interventions

Degrees of Freedom

38

r.

Probability

.3862

.7015063

Analysis of Documentation of Spiritual Care

Data collectors were informed by the principal
investigator the code numbers on the subjects who had e x 
treme scores on the Spiritual Well-Being Scale (SWB).
Data collectors secured the subject list identifying code
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numbers.

No subjects scored less than 40 on the SWB.

Fifteen subjects scored at the upper extreme of more than

100.
Records of subjects who scored on the upper extreme
of the SWB scale were reviewed for verification of the
extent and nature of spiritual care.
spiritual assessment,

planning,

Any mention of

intervention, evaluation,

or mention of the nursing diagnosis of spiritual distress
were listed.

Responses of these 15 subjects on the PPSC

regarding spiritual care interventions the patient's
perceived nurses provided were also listed.

Comparison

of subjects' perceptions of spiritual care given by
nurses and actual documentation on nursing records for
the 15 subjects are displayed in Table 59.

Table 59
Comparison of Subjects' Perceptions of Spiritual Care
Given by Nurses and Actual Documentation
of Nursing Records

Care Perceived by Subject

Documentation on Records

1

"Patient stated she felt
good about things.”

Asked about talking
to clergy
Talked about God
Listened to fears
about dying
Arranged for clergy
Prayed with me
Provided privacy
(closed door)

Listed clergy or church
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Table 59--continued
showed concern and
kindness

4

Showed concern and
kindness

"Stated he was feeling
bad"
Preference for clergy

Asked about talking
to clergy
Talked about God
Showed concern
and kindness
Assured me of God's
presence
Arranged visit from
clergy
Assisted in planning
future
Provided privacy to
pray
Provided spirit-lifting
materials

Listed clergy or church

Asked about talking
to clergy
Showed concern and
kindness

"Discussed optimism and
plans to travel"
Listed spiritual support
person

Asked about talking
to clergy
Showed concern and
kindness
Arranged for a visit
from clergy

Listed spiritual support
person

Asked about talking to
clergy
Encouraged talking
about hopes/dreams
Talked about God
Showed concern and
kindness
Listened to me talk
about God
Talked about my
religious beliefs
Assisted me in planning
future

Listed spiritual support
person
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Table 59— continued
Provided privacy for
prayer
7

Showed concern and
kindness
Provided privacy for
prayer

(no charting)

8

Asked about talking to
clergy
Showed concern and
kindness
Talked about my
religious beliefs
Prayed with me

(no charting)

9

Prayed with me
Showed concern and
kindness
Read Scripture

Listed clergy or church

10

Asked about talking to
clergy
Encouraged talk about
hopes and dreams
Showed concern and
kindness
Listened to me talk
about God
Talked about my reli
gious beliefs
Listened to my fears
about dying
Discussed meaning and
purpose of life

(no charting)

11

Encouraged talk about
hopes and dreams
(nursing student)
Showed kindness and
concern
Listened to fears
about dying
Assured me of God's
presence
Prayed with me

"Stated fear of the u n 
known"
"Talked about dying"
Listed clergy or church
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Table 59--continued
12

Showed kindness and
concern
Arranged visit from
clergy

Listed clergy or church
"Professes to being a
Christian"
"Son's a Minister"

13

Showed concern and
kindness
Provided privacy to
pray

(no charting)

14

Talked about God
Showed concern and
kindness
Listened to me talk
about God
Talked about my reli
gious beliefs
Assured me of God's
presence
Prayed with me

(no charting)

15

Encouraged talking
about hopes/dreams
Talked about God
Showed kindness and
concern

(no charting)

Listened to me talk
about God
Discussed meaning and
purpose of life
Prayed with me

Summary

In Chapter IV results of this descriptive study were
presented.

Demographic data were explained.

The

Patients' Perceptions of Spiritual Care Questionnaire was
analyzed and presented in both narrative form and on
distribution tables.

The Spiritual Well-Being Scale was
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analyzed and presented both in narrative form and on
distribution tables.

The final section of the chapter

was comprised of the data collectors'

impressions of a

theme that emerged during the questioning process.
Chapter V will include a discussion of the findings
and implications for nursing.

Limitations of the study

and suggestions for future research are also presented.
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CHAPTER V

DISCUSSION OF RESULTS

The purposes of this study were to explore:

(1)

cancer patients' perceptions of the spiritual care given
by nurses,

(2) the documentation on records of the provi

sion of spiritual care, and (3) the relationship of
spiritual care provided to the spiritual well-being of
terminally ill cancer patients.

A questionnaire was

administered to 40 patients diagnosed with cancer which
had progressed beyond its original site.

All participat

ing subjects who consented to the questionnaire interview
were between ages 30 and 74, and were hospitalized on an
oncology unit.

This chapter consists of four sections:

(1) discussion of the findings,
study for nursing,

(2) implications of this

(3) limitations of the study, and (4)

suggestions for future research.

Discussion of Findings

This section presents a discussion of the findings
of the two questionnaires which were administered to the
subjects by trained interviewers,

(1) Patients'

Percep

tions of Spiritual Care (PPSC) and the Spiritual WellBeing Scale (SWB, Ellison, 1983)).

Findings are

166
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discussed for each of the four research questions:
1.

What is the patient's perception of the spiritu

al care role of nurses?
2.

What is the importance to the patient of spiri

tual care given by the nurse?
3.

What is the relationship between the spiritual

care given by the nurse and the spiritual well-being of
the patient?
4.

To what extent did records indicate spiritual

care was provided to patients?

Discussion of Findings in Relation to Patients'
Perceptions of the Nurse's Role in Spiritual Care

For each of the 18 items on the PPSC questionnaire,
subjects were asked if anyone had intervened for them in
providing the spiritual care interventions.

Ten of the

spiritual care interventions reflected the religious
aspect of spirituality and 8 reflected the existential
aspect.
spiritual

It was expected that nurses would not provide
care interventions

Cason, 1983).
their findings.

(Chadwick, 1972; Highfield &

Findings in this study do not agree with
On 11 of the items, at least 50% of

subjects said someone had intervened by providing the
spiritual care.

Nurses were reported to have provided

each of the interventions, but pastoral care,

families,

friends, and church members were also identified as
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spiritual care interveners for each of these 11 behav
iors .
At least 50% of subjects reported no one, including
nurses, had provided spiritual care for 7 of the items.
The 7 spiritual care interventions which more than 50% of
subjects said nurses had not performed and percentage of
these subjects who said it was important for a nurse to
provide the intervention were:

(1) talking about

patient's hopes and dreams (33%),
patient's fears of dying (52%),

(2) listening to

(3) assisting patient in

carrying out spiritual practices (4%),
spiritual material

(39%),

(4) providing

(5) discussing with patient the

meaning and purpose of life (23%),

(6) assisting in plan

ning the future (26%), and (7) providing privacy for
prayer (54%).

Six of the 7 behaviors reflect some exis

tential aspect of spirituality.
The question of whether spiritual care interventions
were provided to patients was analyzed according to age,
gender,

religion,

and length of hospitalization.

One

disturbing finding was the trend that frequency of inter
vention decreased with age, in spite of data such as
provided by Peterson (1985) which indicates that the
elderly generally would like nurses to be involved in
helping them meet spiritual needs.

An example of the

difference in frequency of intervention related to age

f—

■

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.

169
was found with the spiritual care intervention of
listening to patients talk about fears of dying.

Only

27% of the 30-45 year olds reported an absence of nursing
intervention compared to 67% of 46-60 year olds.

The

similarity in age between the subjects in the 30-45 age
category,

and the age of the nurses may help promote more

open discussion of such an emotional subject.

There has

also been a trend among younger individuals to openly
discuss death and dying following the published works of
such researchers as Kubler-Ross (1975).
trend,

cultural

Despite this

influence moderates direct emotional

involvement with the dying (Collins, 1983).
Another spiritual care intervention that showed an
age relationship was talking about the meaning and p ur
pose of life.

Only 12.5% of the 30-45 age category said

nurses had not intervened, while 71% of the 61-74 age
category said no one had intervened.

This finding is

likely a reflection of the developmental

stage of the 61-

74 year old when it is important that a person be able to
discuss memories and accomplishments which give meaning
and purpose to life (Levinson,

1978).

Nurses often feel

uncomfortable listening to older patients talk about the
notion that purpose in life has decreased for them along
with productivity (Jacik,

1989).

The question of whether spiritual care interventions

r~
Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.

170
were provided to patients was analyzed according to
gender.

This analysis did not show major differences

between males and females in responses to the questions.
For some of the spiritual care interventions which
address the religious aspect of spirituality,

Catholic

patients reported greater incidence of intervention than
patients of other religious preferences.

Examples of

these spiritual care interventions are praying with
patients and reading Scriptures to patients.
medical

Two of the

centers were affiliated with the Catholic church

and the Pastoral care staff of those agencies included
Sisters (nuns) and priests, as well as other clergy.
Non-Catholic patients were also visited by the Sisters
and priests.

Perhaps these patients were not as comfort

able discussing beliefs or participating in religious
practices with persons who were not a part of their own
religious beliefs and practices and thus did not make
their spiritual needs known to the Pastoral Care provid
ers.

Patients are most comfortable talking with those

who are most familiar (Kealy,

1974).

A relationship was also found between spiritual care
interventions and length of hospitalization.
expected,

As might be

the longer a patient was hospitalized,

the more

likely it was that the patient would receive spiritual
care.

This finding probably indicates that other care
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concerns, such as administering chemotherapy or painreducing interventions,

are seen by caregivers to be of

higher priority.

Discussion of Findings in Relation to the
Importance of the Nurse as Intervener

The PPSC asked patients to indicate how important it
was for nurses to administer each of several spiritual
care interventions.

Those behaviors

(interventions) that

were addressed as important or seen as "nice" by at least
50% of the patients were:
to talk to clergy,
God,

(1) Ask patients if they want

(2) pray with patient,

(3) talk about

(4) show kindness and concern (100%),

Scripture,

(5) read

(6) listen to patient talk about God,

listen to patient talk about fears of dying,
patients of presence of a Supreme Being,

(7)

(8) assure

(9) arrange

visit from clergy, and (10) pray for patient.

Those

behaviors that were addressed as least important were:
(1) Help obtain spiritual materials,

(2) help carry out

spiritual practices, and (3) assist in planning for the
f u ture.
Patients often felt that nurses were too busy for
obtaining spiritual materials and assisting patients in
carrying out spiritual practices.

This finding is con

sistent with findings of other studies (Hill, 1987;
Stallwood,

1969).

For these interventions, patients
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indicated that a Pastoral Care person (or own clergy) was
a more appropriate caregiver.

Patients also indicated

that family and friends were the caretakers who assisted
them in planning for the future.
There were some patients who indicated that the
nurse was important as a provider of spiritual care
interventions when patients had no one else they were
able to interact with on a spiritual plane.
also a finding by Kealy (1974).

This was

Though most larger

hospitals and medical centers have around-the-clock
Pastoral Care,

they are not always immediately available

at the bedside at the moment a patient has need for
intervention.
called in.

At smaller hospitals,

clergy must be

Patients implied that it took a very positive

relationship with a person to share these concerns.

The

nurse was the one person patients interacted with the
most while in the hospital.
These findings suggest two major implications for
nursing.

First, nurses must develop rapport with p a 

tients before being able to provide spiritual
(Carson, 1989).
patients'

care

Second, nurses must carefully assess

spiritual needs to determine who the most

appropriate spiritual care provider should be to address
each of these spiritual needs (Carson, 1989).

Findings

are consistent with the need for a systemized and
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comprehensive nursing assessment of patients' needs and
the importance of the development of the positive nursepatient relationship which was addressed by Carson.

The

spiritual relationship between nurse and patient is
mutual and fosters growth for both nurse and patient

(see

Figure 1).

Discussion of Relationship Between the Spiritual
Care Given by Nurses and Spiritual Well-Being

A direct relationship between spiritual well-being
and frequency of spiritual care interventions was expect
ed based on studies by Soeken and Carson (1986) which
related spiritual well-being and spiritual care interven
tions.

From the data in this study,

there does not

appear to be a direct relationship between spiritual
well-being and spiritual care given by nurses
58).

The correlation coefficient was

(see Table

.3862 with a proba

bility of .7015.
Identification of multiple factors present or absent
at the medical centers which may have affected these
findings was not within the scope of this study.
possibilities can be suggested.
thought processes.

Some

Pain interferes with

This would influence how a patient

would view events, experiences, and overall sense of
well-being (McCafferty,

1978).

Pain management protocols

differ to some degree between medical centers.
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The extent of the patients' disease processes could
also have an effect on spriritual well-being (Reed, 1987;
Simpsen,

1986).

No data were collected related to how

far the cancer had progressed,

comparing the medical

cent ers .
Many other factors could have affected the spiritual
well-being of patients at each of the medical centers.
Some other possibilities are:
friends to visit

(Kealy,

closeness of families and

1974) and morale or workloads of

hospital staff which could be reflected in care given.
The design of the study included having subjects who
agreed to do so to repeat the SWB scale in three to four
days in order to compare SWB scores over time.

Unfortu

nately no subject was able to repeat the test, though a
number agreed to do so if they were able to.

There are

no findings to report about change over time, since 90%
of sample were discharged from the hospital within three
days.
tion,

Other subjects experienced deterioration in condi
and one died.

Discussion of Findings in Relation to Validation of
Spiritual Care

Data collectors viewed the records of subjects who
scored at the extreme ends of the SWB scale.
scored at the lower extreme of 40 or less.

No subjects
Fifteen

subjects scored at the upper extreme of 100 or more.

r
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records included nursing care plans and nurses' notes.
The records were viewed to verify whether documentation
of the spiritual dimension of nursing care was noted and
whether this documentation reflected the care patients
perceived they had received.
The patients'

records revealed very few documen

tations reflecting assessment of spiritual needs, diagno
sis of spiritual distress, spiritual care interventions,
or evaluation of spiritual care.

This finding was con

sistent with reports in the literature that there is
little documentation on nursing records of spiritual
assessment, planning,
(Dettmore,

interventions,

1986; Shannon,

or evaluation

1980).

Findings of this study do not support the premise
that lack of documentation of spiritual aspects of
patient care is an indication that spiritual care was not
given (Shannon,

1980).

Subjects perceived that nurses

gave care, though review of the records showed no docu
mentation.

There was no relationship between the amount

of documentation and the level of care perceived by the
patient

(see Table 59, pp. 162-164).

One subject per

ceived 8 specific spiritual care interventions that were
provided by nurses, yet the only documentation that
appeared in the records was a notation of the patient's
chosen clergy.

For another subject who perceived
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provision by nurses of 8 spiritual care interventions, no
documentation appeared on the nursing records.

One

subject reported 2 spiritual care interventions provided
by nurses, and there were 2 documentations on the records
reflecting these interventions.
For the 15 subjects whose records were viewed,
multiple interventions were perceived as having been
given by nurses,

though there were few documentations.

The documentations that did exist were generally refer
ences to the subject's religion or preference of clergy
or other spiritual support person.

There was a total of

6 other documentations on the 15 records.

There was no

documentation of intervention in the religious aspects of
spirituality even though subjects reported nurses had
prayed with them, read Scripture,

and talked with them

about God and religious beliefs.

Many nurses classify

only identification of specifically referenced religions
or religious practices as the spiritual dimension of
nursing (Highfield & Cason,

1983).

The lack of documentation which was expected
(Shannon, 1980) may be a result of what the subjects
perceived as the very busy schedule of the nurses.

The

nurses setting priorities would place greater importance
on the intervention than on the charting, given time
limitations.

This would be consistent with findings in a
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study by Hill

(1987) which indicated that heavy case

loads and busy units prevented many nurses from complet
ing spiritual care.

There may also be an embarrassment

by nurses to admitting they had been involved in spiritu
al care.

In previous studies,

factors identified as

reasons for a lack of nursing in providing spiritual care
were embarrassment,
values,

ignorance,

and peer pressure

conflict with personal

(Ellis,

1980; Hill,

1987).

Even though nursing claims to be a holistic discipline,
there still is a segment of nursing that feels that
religion is too personal,

or too emotional an issue for a

nurse to discuss with a patient.

Nurses are discouraged

from providing spiritual care in some clinical
(Piles,

agencies

1986).

Implications of the Study for Nursing

Findings of this study, along with results of
previous studies reported in Chapter II, are useful
the discipline of nursing.

for

There are implications for

nursing practice and for nursing education.

Discussion of the Findings to the Spiritual Dimension
of Nursing Practice

Health Care professionals report that it is impor
tant for nurses to provide spiritual care for patients
(Carson,

1989; Carson S Huss,

1979; Dettmore,

1986).
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would be expected then that if nurses truly wish to
practice nursing in a holistic way,

they must include the

spiritual dimension of nursing care.

Findings of this

study indicate that patients do expect nurses to inter
vene in the spiritual areas of their lives.

For the

majority of the 18 nursing interventions listed on the
Patients'

Perceptions of Spiritual Care questionnaires

(PPSC), subjects said it was of importance for the nurse
to intervene.
The results of this study reflected that the nurses
were generally meeting the patients'
the religious aspects.
endeavor.

spiritual needs in

Nurses did not work alone in this

Subjects acknowledged the importance of the

combined efforts of nurses, pastoral care,

family and

friends in the meeting of their spiritual needs.

It is

not possible from the design of this study to make infer
ences about the importance of nurses in relation to the
other interveners.
Many subjects reported an absence of intervention in
the existential areas of spiritual

care.

Failure to give

care in this area cannot be explained by the excuse that
it is too personal to intrude on a patient's religious
beliefs,

since existential aspects of spirituality do not

involve religion.

Certainly the existential spiritual

concerns of patients involve some very personal and
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emotional

feelings, but they do not necessarily reflect

religion.

Nurses trained to provide for psychosocial

needs of patients frequently address some of these same
concerns.
(Putt,

Since a person cannot be compartmentalized

1978),

the person.

there will be an overlap in the aspects of
The person cannot be broken down into abso

lute parts without destroying the person's integrity
(Barnum,

1987).

Subjects in this study reported that

they needed someone with whom they had developed rapport
and a good relationship to share these kinds of concerns
and feelings.

Many said patients depend on the nurse

when they have no one else.

And it is likely that there

are patients who have few support persons.

Some subjects

also reported that "nurses did most of the one-on-one
with patients" and "were available on all shifts."

The

development of trusting patient-nurse relationships would
lead to the sharing of concerns and feelings.

The very

act of listening on the part of the nurse is an example
of the role of nurse in providing existential spiritual
care.
A very obvious gap existed between the patients'
perceptions of spiritual

care interventions by the nurse

and the documentation of this care by nurses on patients'
records.

Patients perceived 63 interventions provided by

nurses; but there were only 16 documentations of that
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care on the records of the 15 subjects reviewed (see
Table 50, pp. 161-164).

Nurses may say they are too busy

to accomplish this task, but failure to document these
assessments and actions violates standards of nursing
practice.

The International Council of Nurses Code of

Ethics clearly requires documentation about patients'
needs and the actions taken to meet those needs (Shannon,
1980).

Using the nursing process, patients' needs and

problems and analyzed and a nursing diagnosis determined
using the diagnosis approved by the North American Nurs
ing Diagnosis Association.

The established diagnosis

related to spiritual needs is "distress of human spirit"
or "spiritual distress."

Documentations concerning the

diagnosis of spiritual distress is critical

for communi

cation between nurses on different shifts.

Without this

communication,

there can be little consistency in carry

ing out a plan of care to meet individual patient needs.
In addition to the value to the patient of providing
for consistent care on all work shifts,

it is of personal

value for nurses to more completely report the care they
give to patients.

Numbers of interventions provided for

patients influence the numbers of nurses assigned to a
nursing unit on a shift.

At many medical

facilities,

nurses submit daily reports which clasify care given to
each patient.

Using a standard patient classification
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formula, amount of time needed to perform the care is
determined,

and sufficient nurses are assigned for the

patient care hours reported.

If nurses fail to report

the care actually given, they are not accurately reflect
ing the time needed to accomplish the care.

Unfortunate

ly, administration in nursing service often place greater
value on interventions related to the physical dimension
than they do the psychosocial and spiritual dimensions
(Hill, 1987).

Procedures performed to meet physical

needs are easier to quantify.
spiritual

As a matter of fact,

care is still discouraged in some agencies

(Piles, 1986).

Nursing administrators must decide how

much they do value the art as well as the science of
nursing,

and decide what consideration will be given to

reward nurses who strive to meet total needs of patients.
A study by Piles (1986) reported that 70% of nurses
felt inadequately prepared to give spiritual care.
Highfield and Cason (1983) also reported that only about
35% of nurses showed even a limited awareness of spiritu
al needs.

It is a nurse's responsibility to be current

on standards and practices required in providing nursing
care.

A number of inservice education programs and

workshops or seminars are now available to assist nurses
in updating skills in spiritual care of patients
& Gerardi,

1985; Ellis,

1986; Emmers & Brown,

(Carson

1984).
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Discussion of the Findings to Nursing Education on
the Spiritual Dimension of Nursing

The spiritual dimension of nursing care is discussed
in any text on the fundamentals of nursing (Golub,
Kozier & Erb,
Luckman,

1989; Potter & Perry,

1979).

1988;

1987; Sorrenson &

At least lip service is given by nurse

educators to the importance of spirituality in holistic
nursing care.

Actual

teaching of spiritual care in

nursing programs ranges from a brief discussion of health
care practices of various religious and cultural groups
to university elective courses in the spiritual dimension
of nursing care (Carson & Ger ar di , 1985; Highfield &
Cason,

1983).

A very important concern of subjects reported in the
literature was that nurses assess the patient's requests
and needs on an individual basis.

Banks et a l . (1984)

said that an effective way of teaching spiritual care is
to recognize diversity of backgrounds,

and that the

spiritual dimension means different things to different
people.

Though it is important for nurses to know some

of the more common religious beliefs of various denomina
tions and sects,

they must recognize that very diverse

personal beliefs and values can be found within any group
whether or not they are religious.

The nurse cannot

stereotype patients by religious preference
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instead of doing a very personalized patient assessment
(Carson,

1989).

For instance, nurses might decide that a

person who claims no religious preference would not be
interested in talking about God, praying,
Scripture read.

or listening to

Yet subjects in this study who declared

no religious preference reported comfort by these very
interventions.
Nursing education must prepare nursing students with
the opportunity and tools to learn effective methods of
assessing patients'

individual needs and how to intervene

appropriately to those specific needs.

Too often nurses

enter the practice arena with the mistaken notion that
the only assessment necessary in the spiritual

realm is

to ascertain religious denomination and preference for
clergy (Hill,

1987).

Nursing interventions are often most effectively
taught by good role models

(Erickson,

1986) .

Educators

who have expertise in the area of spirituality should be
identified and assigned to teach this area.

Clinical

instructors should also point out to students examples of
spiritual

care demonstrated by staff nurses.

These

instructors also need to assist nursing students in
practicing skills in spiritual

assessment and interven

tion, as comfort with any procedure is facilitated by
practice or experience

(Norton & Miller,

1986).
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Limitations of the Study

One of the major limitations of the study was the
sample size.

The larger the sample size and the more

medical centers used, the greater the validity and abili
ty to generalize findings to other populations.

The

design of the study required that the terminally ill
cancer patient be hospitalized on the oncology unit since
nurses who work on the oncology unit are experienced in
providing care for terminally ill cancer patients.

The

requirement for the subjects to be hospitalized provided
for easy identification and selection of subjects and
made it easier to identify the people who interact with
the subjects.

By requiring that the subject be hospital

ized during the period of participation,

the ability to

look at changes in spirituality over time were lost
because of the short average length of stay in the hospi
tal.

No inferences were possible about the effects of

nursing interventions on spirituality during the course
of hospitalization, since the
subjects were either discharged before participating in
the re-test,

or their conditions precluded further

participation.
Another part of the design of the study was intended
to facilitate comparison of spiritual well-being over
time.

Spiritual well-being was to be compared between
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those hospitalized two days or less and those hospital
ized more than two days,
well-being scores.

to look for changes in spiritual

Subjects were randomly assigned to

one of the two groups.

Because subjects selected for

participation were not to be within the initial 48 hours
of narcotic therapy, many potential subjects who met the
criteria were lost when narcotic therapy was started
between selection as subjects and administration of the
questionnaire.

The two categories of those hospitalized

two days or less, and those hospitalized more than two
days ended up with unequal numbers and no differences
over time emerged when the ANOVA was used to look for
differences.
Subjects were also categorized by numbers of hospi
talizations to look at differences in spiritual well
being which occurs with recurrent hospitalizations.

It

was soon apparent that most patients who are hospitalized
on the oncology unit have been hospitalized numerous
times.

The pattern for a large number of subjects was

that they had been hospitalized for diagnosis,
treatment,

surgical

and recurrence of symptoms of cancer prior to

being on an oncology unit for chemotherapy or radiation.
Perhaps designing the study to range over more than one
hospitalization would have yielded more information,
though this would prolong data collection.
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Another possible limitation in the study was the
requirement by one medical center that subjects'
cians and family be informed of the subjects'
tion.

physi

participa

The reason given by the Institutional Review Board

was that asking patients such personal questions about
religious beliefs could cause great emotional distress
for the patient, and the physician and family should be
ready to be of support.

Data collectors were well aware

of procedures and resources available any time a patient
should experience an emotional

crisis.

These were oncol

ogy nurses who deal with emotional crises of patients on
a daily basis.

It is not known what effect this require

ment had on recruitment of subjects,

but there were very

few subjects from that medical center who volunteered to
participate.
Other limitations of the study include:

(1) There

were no patients who were Jewish, Muslim, Buddhist,
Unitarian, Hindu,

or of other non-Christian belief sys

tems, thus the findings may apply only to those of Chris
tian heritage;

and (2) we do not know whether patients

gave the answers that they felt were expected by the
interviewers.

Suggestions for Future Research

This descriptive research was intended to generate

r

~
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rather than test hypotheses.

As a result of this study,

14 topics for further study have been identified and will
be discussed in the following four areas related to the
research questions:

(1) patients'

spiritual care given,
ing spiritual

care,

perceptions of the

(2) importance of nurse in provid

(3) spiritual well being of the

terminally ill cancer patient,

and (4) validation of

spiritual care.

Suggestions for Future Research on the Patients'
Perceptions of Spiritual Care

The following seven suggestions for future research
have emerged from this research:
1.

It appears that nurses have been very active in

providing spiritual care for the religious aspects of
spirituality, while studies reported in the literature
imply the opposite.

What might account for the discrep

ancy?
2.

Patients reported lack of interventions in the

existential aspects of spiritual care.

What symptoms

does a patient exhibit when existential spiritual needs
are not being met?
3.

Patients reported that spiritual

care interven

tions were often provided by a combination of persons
including nurses and Pastoral Care.
policies,

What procedures,

or practices are in place to facilitate
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collaboration by nurses and Pastoral Care in meeting
patients'
4.

spiritual needs?
Patients report that there must be a good pa-

tient-nurse relationship if a patient is to share spiri
tual concerns with a nurse.

What personal

or profession

al characteristics does a nurse need to exhibit in order
for the patient to have this trust?
5.

Some nurses have less difficulty than others in

assessing spiritual needs and intervening to meet those
needs.

Does it make a difference if nurses are unsure of

their own spirituality?
6.

Patients reported that nurses found it difficult

to find time in busy schedules to provide spiritual

care.

How much time does it take to provide the 18 spiritual
care interventions discussed in this study?
7.

Does the nurse's religious orientation affect

the spiritual care given patients of other beliefs?
Nurses in this study represented various religious pref
erences,

including those not associated with Christiani

ty, though most were of Christian backgrounds.

Suggestions for Future Research on the Importance
of the Nurse in Spiritual Care

The following three suggestions for future research
have emerged from this research:
1.

In this research,

subjects found it very
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difficult to even consider the importance of the nurse in
spiritual

care because of reports of interventions indi

cated that their perception that nurses are too busy.
What importance do nurses place on spiritual

care?

importance does administration place on spiritual
2.

What
care?

If nurses consider spiritual care an important

dimension in holistic patient care, what strategies can
be identified that would facilitate nurses having time to
perform this care?

Nurses in this research clearly

indicated to patients verbally and by actions perceived
by patients that they did not have time for spiritual
care interventions.
3.

In this research,

religious aspects of spiritu

ality were identified and interventions implemented.
Existential needs were not met as frequently.

How do

patients rate the importance of religious versus existen
tial needs for spiritual

care intervention?

Suggestions for Future Research on the Relationship
Between Spiritual Well-Being and Nursing
Intervention

The following four suggestions for future research
have emerged from this research:
1.

Patients reported that interventions related to

the existential
not given.

aspects of spirituality were frequently

The scores on existential well-being
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reflected differences between the medical centers.

What

specific interventions are related to improved existen
tial well-being?
2.

In medical

centers the Pastoral Care Department

is usually available 24 hours a day for patients who
request it.

What happens to the scores on spiritual

well-being at hospitals where clergy are not available 24
hours a day?
3.

Nurses in this study worked collaboratively with

individuals from the Pastoral Care Department.
tals with no pastoral

care staff,

In hospi

is there a relationship

between spiritual well-being and frequency of nurses
providing spiritual care interventions?
4.
al care.

Nurses did provide religious aspects of spiritu
What content is taught in nursing education to

encourage nurses to be concerned about the spiritual
well-being of patients?

Suggestions for Future Research in the Validation
of Spiritual Care

The following four research questions emerged from
this research.

These points come out of demographic data

and pose questions not looked at.
1.

There was little documentation on patient re

cords about the spiritual dimension.

Reports in the

literature support this absence in communicating
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spiritual needs and plan of care.

What specific instruc

tions are taught by nursing education about the documen
tation of spiritual care?
2.

Nurse were perceived by patients in this re

search as having provided spiritual

care, yet there was a

lack of

documentation of that care. What

are the reasons

besides

heavy work loads that nurses give for failure to

document on records care that was actually given?

Are

they hesitant to admit they have spent time on spiritual
care inthe face of the acuity level
3.

Nurses'

of patients?

failure to document care which was actu

ally given may have been the result of lack of knowledge
of the importance of recording care, or it may have been
because they are not familiar with how to chart this
specific care.
of spiritual

Would an inservice class on documentation

care increase the frequency of documenta

tion?
4.

Nurses may not have time to document care be

cause of heavy work loads.

Do they fail to document

other aspects of care to the same degree as they fail
document spiritual care?

Hypotheses Generated by Research

Some hypotheses that could be generated by this
study are as follows:
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1.

Patients reported that nurses did not have time

in their busy schedules to provide spiritual

care, yet

results of this study showed that nurses were providing
for many spiritual needs.
each of the 18 spiritual
determined.

The time it takes to provide
care interventions was not

It is hypothesized that the length of time

required to perform a spiritual care intervention is
related to the frequency of the provision of the inter
vention by the nurse.
2.

Patients reported few spiritual

care interven

tions related to existential spiritual needs.

It is not

known what symptoms a patient exhibits when existential
spiritual needs are not being met.

Existential we ll 

being scores are one measure which could indicate unmet
needs.

It is hypothesized that existential well-being is

related to frequency of existential spiritual care inter
ventions .
3.

Hill

(1987) reported that inservice programs

encourage nurses to provide spiritual

care.

It is not

known whether an inservice class related to the spiritual
dimension has been provided nurses working on the oncolo
gy units.

It is hypothesized that a spiritual care class

taught to staff nurses is related to the frequency of
spiritual
4.

r~

care interventions by staff nurses.
Piles

(1986) completed a study of 186 staff
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nurses using a stratified random sampling.

She reported

that 66% of nurses indicated they were inadequately
prepared by their basic nursing program to provide spiri
tual care.

It is hypothesized that a specific spiritual

care course in the nursing curriculum is related to
frequency of spiritual

care intervention by graduate

nurses.
5.

Since nurses reported a lack of preparation in

student instruction (Piles,

1986),

it is hypothesized

that practice by nursing students in performing spiritual
care interventions under the supervision of an instructor
is related to the frequency of provision of spiritual
care interventions as graduate nurses.
6.

There was a trend toward decreased spiritual

care interventions as age increased.

The number of

younger subjects in this study was proportionately small
er than older age categories.

In a study where the age

categories are close to equal,

it is hypothesized that

frequency of spiritual

care interventions is related to

the age of the patient.

Summary

Chapter V consisted of discussion of the findings of
this study,

the implications of the study for nursing,

limitations of the study, and suggestions for further
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research.

The discussion focused on the four research

questions in the area of the spiritual dimension of
nursing care for patients who are terminally ill with
c an ce r.
Findings are consistent with those in a study done
by Hill

(1987) which reflected that nurses said busy

loads prevented them from providing spiritual care.
Nurses provided these clues by frequently expressing the
busyness verbally to patients and by the infrequency of
time spent talking with patients.

This theme was intu

itive in nature but was based on extraneous comments made
by subjects.
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PATIENTS'

I.

Pat ien c
P lease

CARE

data
check

Age:

Sex:

PERCEPTIONS OF SPIRITUAL

__
“

R elig io u s

Che c o r r e c t

30-45
46-60
61-74

(1)
(2)
(3)

M ale
Fem ale

(1)
(2)

E xp erien ce:
Non e

(1)

Atheist

(2)

A gn ostic

(3)

Catholic

( 4)

Protestant

(5)

Jewish

(6)

Muslim
Hindu
O th er
Nu mb er o£

answer

Days

in

(7)
(8)
_________________________ ( 9 )
the

H osp ital:

2 days or l e s s
more th an 2 d a y s

In stru ctio n s

for

data

co llecto rs:

P rior
to
each
q u estion , . s ta te ,
"While
you h a v e
been
in
h o s p i t a l . . . " . I f t h e a n s w e r t o t h e q u e s t i o n i s " y e s " , a s k "Who w a s
it?"
I f t h e p a t i e n t d o e s n o t m e n t i o n a n u r s e , a s k "Did a n u r s e
e v e r h e l p you w i t h t h i s ? "
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Patients'

P e r c e p t i o n s o f S p i r i t u a l Care

For each o f t h e s e b e h a v i o r s

or a c t i v i t i e s ,

i n d i c a t e wh e th e r

you

have e x p e r i e n c e d t h e b e h a v i o r or a c t i v i t y w h i l e in t h e h o s p i t a l .
There are

no r i g h t or wrong a n s w e r s .

While you

have b een in t h e h o s p i t a l :

1.

Has a n y o n e a s k e d y ou i f y o u w a n t e d t o s e e a me mber o f t h e

clergy?
I f y e s , who was i t ?

2.

( Did a n u r s e ? )

How

inportant i s t h i s

to you f o r a n u r s e

to do?

Has

an yo ne prayed w i t h you o r read a prayer

to you?

I f y e s , who was i t ? ( Di d a n u r s e ? )
How i mp o rt an t i s t h i s t o you f o r a n u r s e t o do?

3.

Has a n y o n e
dreams?

e n c o u r a g e d you

to

talk

ab out your

hopes

I f y e s , who was i t ? ( D i d a n u r s e ? )
How important i s

4.

this

to you f o r a n ur s e to do?

Has anyone t a l k e d t o you

about Godor a h i g he r b e i n g ?

I f y e s , who was i t ? ( Di d a n u r s e ? )
How i mportant i s

5.

this

t o you f o r a n u r s e t o do?

Has anyone shownk i n d n e s s and c o n c e r n to

you?

I f y e s , who was i t ? ( D i d a n u r s e ? )
How important i s t h i s t o you f o r a n u r s e t o do?

6a
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Patients'
6.

perceptions of s p i r i t u a l ca re..con tin u ed

Has anyone read S c r i p t u r e s o r r e l i g i o u s m a t e r i a l t o you?
I f y e s , who was i t ? (Di d a n u r s e ? )
How i s p o r t a n t

7.

i s t h i s t o you f o r a n ur se t o do?

Has a n y o n e l i s t e n e d

t o you t a l k a b o u t God a s you c o n c e i v e Go

I f y e s , who was i t ? (Di d a n u r s e ? )
How i mp ort an t i s t h i s t o you f o r a n u r s e t o do?

8.

Has anyone t a l k e d t o you a bo ut your r e l i g i o u s b e l i e f s ?
I f y e s , who was i t ? (Did a n u r s e ? )
How i c p o r t a n t i s t h i s t o

9.

Has anyone l i s t e n e d

yoy f o r a n u r se t o do?

t o you t a l k about f e a r s o f d y i n g ?

I f y e s , who was i t ? (Di d a n u r s e ? )
How i mp or ta nt i s t h i s to

10.

Has anyone h e l pe d o b t a i n

you f o r a n u r s e t o do?

s p i r i t u a l m a t e r i a l f o r you?

I f y e s , who was i t ? (Di d a n u r s e? )
How i mportant i s t h i s t o you f o r a n u r se to do?

11.

Has anyone h e l pe d you c ar r y out s p i r i t u a l p r a c t i c e s or r i t u a l s ?
I f y e s , who was i t ?

(Did a n u r s e ? )

How important i s t h i s

12.

to you f o r a n u r s e t o do?

Has anyone d i s c u s s e d w i t h you the meaning and purpose of
I f y e s , who was i t ? )Di d a n ur s e? )
How i c p o r t a n t i s t h i s t o you f o r a n u r se t o do?

7
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Pacienc perception of s p i r i t u a l c a r e ., .continued

1 3.

lias anyone a s s u r e d you o f t h e p r e se nc e of a supreme bei ng?
I f y e s , who was i t ?

(Did a n u r s e ? )

How important i s t h i s t o you f o r a n u r se to do?

14.

Has anyone arranged f o r a v i s i t

from t h e c l e r g y f o r you?

I f y e s , who was i t ? (Did a n u r s e ? )
How important i s t h i s

15.

to you f o r a nurs e to do?

Has anyone prayed f o r you or t o l d you t h ey prayed

f o r you?

I f y e s , who was i t ? (Did a n ur s e? )
How important i s t h i s

16.

to you f o r a nur se t o do?

Has anyone a s s i s t e d you in p l a n n i n g f o r the f u t u re ?
I f y e s , who was i t ? ( Di d a n u r s e ? )
How important i s t h i s t o you f o r a nurse t o do?

17 .

Has anyone p ro vi de d p r i v a c y f o r you t o m e d i t a t e or pray?
I f y e s , who was i t ? (Did a n u r s e ? )
How i mportant i s t h i s t o you f o r a nurse to do?

18.

Has anyone provi ded m a t e r i a l s

f o r you t h a t " l i f t the s p i r i t s " ?

I f y e s , who was i t ? (Did a n u r s e ? )
How important

is t h i s

t o you f o r a nurse to do?
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SPIRITUAL WELL-BEING SCALE
Craig W. Ellison
Raymond F. Paloutzian
For each of the following statements circle the choice that best indicates the extent
of your agreement or disagreement as it describes your personal experience.
SA
HA
A

=Strongly Agree
=Moderately Agree
=Agree

D = Disagree
SD = Strongly Disagree
SD = StronglyDisagree

1. I don't find much satisfaction in private prayer with God.

SA MA A D MD

2. I don't know who I am, where I came from, or where I'm
going.

SA MA A D HD

3. I believe that God loves me and cares about me.

SA MA A D MD

4. I feel that life is a positive experience.

SA MA A D MD

5. I believe that God is impersonal and not interested in my
daily situations.

SA MA A D MD

6. I feel unsettled about my future.

SA MA A D MD

7. I have a personally meaningful relationship with God.

SA HA A D MD

8. I feel very fulfilled and satisfied with life.

SA MA A D MD

9. I don't get much personal strength and support from my God.

SA MA A D MD

10. I feel a sense of well-being about the direction my life is
headed in.

SA MA A D MD

11. I believe that God is concerned about my problem.

SA MA A D MD

12. I don't enjoy much about life.

SA MA A D MD

13. I don't have a personally satisfying relationship with God.

SA MA A D MD

14. I feel good about my future.

SA MA A D MD

15. My relationship with God helps me not to feel lonely.

SA MA A D MD

16. 1 feel that life is full of conflict and unhappiness.

SA MA A D MD

17. I feel most fulfilled when I'm in close communion with God.

SA MA A D MD

18. Life doesn't have much meaning.

SA MA A D MD

19. My relation with God contributes to my sense of well-being.

SA MA A D MD

20. I believe there is some real purpose for my life.

SA MA A D MD

Note: Items are scored from 1 to 6, with a higher number representing more well
being. Reverse scoring for negatively worded items. Odd numbered items assess
religious well-being; even numbered items assess existential well-being.
c 1982, Craig K. Ellison and Raymond F. Paloutzian

i
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Pat Broten is a registered nurse who is studying how
nurses assist patients in meeting their spiritual needs.
She is looking for input from patients which can help
nurses in planning care for patients.
If you would be
willing to answer a few questions about what you remember
of the care given to you by nurses, it would be of great
assistance.
There are no right or wrong answers.
She is
interested in hearing how you feel.
Your responses would
be confidential and your name would not appear in her
study.
Whether you decide to participate or not does not
directly affect me or your care.
You also could decide
at any time to withdraw from participation without any
danger that you would not receive quality care.
If at
any time I see that you are getting too tired or are
experiencing too much discomfort, I will stop asking
questions.
The information you give would be combined
with other patients' responses to assist nurses in
planning care which best meets patients' needs.
It would
take about 20 minutes of your time, and I would ask you
the questions and record your answers without ever
placing your name on the form.
If you would be willing
to participate, I will read you the informed consent form
which explains the purpose of the study and your right to
confidentiality and to withdraw at any time.

r
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205

The research study being conducted over a tvo-month period by Patricia
Broten, R.N. has been explained to me. The purpose of the study is to
help nurses gain an awareness of patients' perceptions about their
spiritual care. I understand that if £ agree to participate I will be
asked to complete a two-part questionnaire which asks questions concerning
my feelings about religious beliefs and the purpose and meaning of life's
experiences. This information may be used in educating nurses and in
planning patient care. The questionnaire will take approximately 20 minutes
to complete and will be read to me by
r .n . ,
staff nurse who is assisting with this study.
I further understand that:
All information is confidential. Questionnaires will be identified
by code number only, and the nurse who will read the questionnaire
is the only person who knows which patient is assigned each code
number. She will not share this information with anyone and will
destroy the list of names and code numbers immediately after the
data are collected. My questionnaire and consent form will be
delivered to Patricia Broten in separate envelopes to ensure that
results of my questionnaire remain anonymous.
My decision to participate or not participate will not affect my
medical or nursing care, and I am free to withdraw from participa
tion at any time without explanation.
I will be asked if I am willing to repeat the questionnaire in
approximately three days. I am under no obligation, and there will
be no penalty or effect on my medical and nursing care if I choose
not to participate further.
I understand that some of the participants in this study will be
selected for additional study based upon the initial scores on the
Spiritual Veil-Being Scale Questionnaire. If I am selected, 1 grant
permission for the staff nurse who has read me the questionnaire to
review my hospital chart for recorded incidents of spiritual care.
No other information will be gathered from my chart nor will I be
identified by name during the process of chart review.
Any questions I have about this study may be answered by contacting
Patricia Broten (collect) at home at (616) 665-9480, or at work at
(616) 349-5200.
1 will receive a copy of this signed consent form.
On the basis of the above statements, I agree to participate in this study.

Participant

Dat e

Wi t ne s s

Date
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INFORMED CONSENT
Study of P a t i e n t s ' P er cep tio n s of
G i v e n by N u r s e s and S p i r i t u a l

S p i r i t u a l Ca r e
Well-Being

Th e r e s e a r c h s t u d y b e i n g c o n d u c t e d o v e r a t w o - m o n t h p e r i o d by
F a t r i c i a B r o t e n , R . N . h a s b e e n e x p l a i n e d t o me .
The p u r p o s e o f
t h e s t u d y i s t o h e l p n u r s e s g a i n an a w a r e n e s s o f p a t i e n t s ' p e r 
c e p t io n s about t h e i r s p i r i t u a l ca re.
I understand that if I
a g r e e to p a r t i c i p a t e , I w i l l be a s k e d t o c o m p l e t e a t w o - p a r t
q u e s t i o n n a i r e w h i c h a s k s q u e s t i o n s c o n c e r n i n g my f e e l i n g s a b o u t
r e l i g i o u s b e l i e f s and t h e p u r p o s e and m e a n i n g o f l i f e ' s e x p e r i 
ences.
T h i s i n f o r m a t i o n may b e u s e d i n e d u c a t i n g n u r s e s a n d i n
planning patient care.
Th e q u e s t i o n n a i r e w i l l t a k e a p p r o x i m a t e l y
20 m i n u t e s t o c o m p l e t e and w i l l be r e a d t o
me b y
:------ ..._______________________
R . N . , s t a f f n u r s e who 4-S a s s i s t i n g w i t h
th is study.
I

further

understand

chat:

All information is c o n fid e n tia l.
Q u e s t i o n n a i r e s w i l l be
i d e n t i f i e d b y c o d e n u mb e r o n l y , a n d t h e n u r s e who w i l l r e a d
t h e q u e s t i o n n a i r e i s t h e o n l y p e r s o n who k n o w s w h i c h p a t i e n t
i s a s s i g n e d t o e a c h c o d e numbe r.
She w i l l n o t s h a r e t h i s
i n f o r m a t i o n w i t h a n y o n e a n d w i l l d e s t r o y t h e l i s t o f n a me s
and c o d e numbe r s i m m e d i a t e l y a f t e r t h e d a t a a r e c o l l e c t e d .
My q u e s t i o n n a i r e a n d c o n s e n t f o r m w i l l b e d e l i v e r e d t o
P a t r i c i a Broten in se p a r a t e envelopes to ensure that r e s u l t s
o f my q u e s t i o n n a i r e r e m a i n a n o n y m o u s .
My d e c i s i o n t o p a r t i c i p a t e o r n o t p a r t i c i p a t e w i l l n o t
a f f e c t ray m e d i c a l o r n u r s i n g c a r e , a n d I am f r e e t o w i t h d r a w
from p a r t i c i p a t i o n at any time w i t h o u t e x p l a n a t i o n .
I w i l l b e a s k e d i f I am w i l l i n g t o r e p e a t t h e q u e s t i o n n a i r e
in approximately th ree days.
I am u n d e r n o o b l i g a t i o n , and
t h e r e w i l l be no p e n a l t y o r e f f e c t o n my m e d i c a l a nd n u r s i n g
care i f I choose not to p a r t i c i p a t e f u r t h e r .
I u n d e r s t a n d t h a t s o me o f t h e p a r t i c i p a n t s i n t h i s s t u d y
w i l l be s e l e c t e d f o r a d d i t i o n a l s t u d y b a s e d u p o n t h e i n i t i a l
s c o r e s on t h e S p i r i t u a l W e l l - B e i n g S c a l e Q u e s t i o n n a i r e .
If
I am s e l e c t e d , I g r a n t p e r m i s s i o n f o r t h e s t a f f n u r s e who
h a s r e a d me t h e q u e s t i o n n a i r e t o r e v i e w my h o s p i t a l c h a r t
for recorded in c id e n ts of s p i r i t u a l care.
No o t h e r i n f o r m a 
t i o n w i l l b e g a t h e r e d f r o m my G h a r t n o r w i l l I be i d e n t i f i e d
b y name d u r i n g t h e p r o c e s s o f c h a r t r e v i e w .
I understand that
in f o r m a t io n about

my p h y s i c i a n a n d f a m i l y w i l l be
t h e s t u d y a n d my p a r t i c i p a t i o n .

given

Any q u e s t i o n s I h a v e a b o u t t h i s s t u d y may b e a n s w e r e d
c o n t a c t i n g P a t r i c i a B r o t e n a t home a t 6 6 5 - 9 4 8 0 i n t h e
e v e n i n g s o r w e e k e n d s , o r a t wo r k a t 3 4 9 - 4 2 0 0 .

by
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For Use With Studies N O T Involving Invasive Procedures
and/or Medications

Patient Acknowledgement

"I have been given an opportunity to ask questions regarding this research study, and
these questions have been answered to m y satisfaction. I understand that if I have any
additional questions I can contact (investigator) at (telephone number)."
"in giving m y consent,! understand that m y participation in this research project is
voluntary, and that I m a y withdraw at any time without affecting m y future medical
care. I also understand that the investigator in charge of this study, with m y welfare
as a basis, m a y decide at any time that 1 should no longer participate in this study."
"1 hereby authorize the investigator (name) to release the information obtained in this
study to the medical science literature. I understand that I will not be identified by
name.
"Because no medication or invasive procedures are involved in collection of this
information, no physical injury is anticipated due to this study, in the event of
unanticipated physical injut7 resulting from the research procedures, Bronson
Methodist Hospital and/or the investigator, (name) will provide or arrange to provide
for all necessary medical care to help m e recover, but they do not commit themselves
to pay for such care, or to provide any additional compensation. I also understand that
neither Bronson Methodist Hospital nor the investigator (name), agree to bear the
expense of medical care for any ne w illness or complications which may develop during
m y participation in this study, but are not a result of the research procedures. If I
have further questions or concerns regarding m y participation in this study, I may
direct them to the investigator in charge."
"! acknowledge that I have read and understand the above information, and that I agree
to participate in this study. I have received a copy of this document for m y own
records."

Patient

Date

Witness

Date

04/11/34
Rev. 06/14/34
b
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Table 60
Frequencies of Reported Absence of Intervention and
Importance of Nurse as Intervener by Gender
for Item #1

Frequency of
Absence of
Intervention

Importance of
Nurse as
Intervener

Gender

n

Male

21

6

29.0

3

Female

19

6

32.0

5

Total

40

12

30.0

8

Percent

Table 61
Frequencies of Reported Absence of Intervention and
Importance of Nurse as Intervener by Days
Hospitalized for Item #1

Frequency of
Absence of
Intervention

Hospital
Stay

n

Two Days
or Less

11

2

18.0

2

More Than
Two Days

29

10

34.0

3

Total

40

12

30.0

5

Percent

Importance
of Nurse
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Table 62
Frequencies of Reported Absence of Intervention and
Importance of Nurse as Intervener by Age Category
for Item #2

Frequency of
Absence of
Intervention

Importance
of Nurse

Age (years)

n

30-45

11

2

25.0

2

46-60

15

3

20.0

1

61-74

17

2

12.0

2

Total

40

7

17.5

5

Percent

Table 63
Frequencies of Reported Absence of Intervention
and Importance of Nurse as Intervener
by Gender for Item #2

Frequency of
Absence of
Intervention

Percent

Importance
of Nurse

Gender

n

Male

21

4

19.0

3

Female

19

3

16.0

2

Total

40

7

17.5

5
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Table 64
Frequencies of Reported Absence of Intervention
and Importance of Nurse as Intervener by
Gender for Item #3

Frequency of
Absence of
Intervention

Importance
of Nurse

Gender

n

Male

21

12

57.0

5

Female

19

9

47.0

2

Total

40

21

52.5

7

Percent

Table 65
Frequencies of Reported Absence of Intervention
and Importance of Nurse as Intervener by
Religion for Item #3

Importance
of Nurse

n

Protestant

19

10

53.0

4

Catholic

11

4

36.0

2

Other

6

4

67.0

1

None

4

3

75.0

0

40

21

52.5

7

Total

r

Frequency of
Absence of
Intervention

Religious
Preference

Percent
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Table 66
Frequencies of Reported Absence of Intervention
and Importance of Nurse as Intervener by Age
Category for Item #4

Age (years)

n

Frequency of
Absence of
Intervention

30-45

8

3

37.5

0

46-60

15

4

27 .0

1

61-74

17

6

35.0

3

Total

40

13

32.5

4

Percent

Importance
of Nurse

Table 67
Frequencies of Reported Absence of Intervention
and Importance of Nurse as Intervener by
Gender for Item #4

Frequency of
Absence of
Intervention

Percent

Importance
of Nurse

Gender

n

Male

21

8

38.0

4

Female

19

5

26.0

0

Total

40

13

32.5

4
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Table 68
Frequencies of Absence of Intervention and
Importance of Nurse as Intervener by
Days Hospitalized for Item #4

Frequency of
Absence of
Intervention

Hospital
Stay

n

Two Days
or Less

11

4

36.0

2

More Than
Two Days

29

9

31.0

3

Total

40

13

32.0

5

Percent

Importance
of Nurse

Table 69
Frequencies of Reported Absence of Intervention
and Importance of Nurse as Intervener by
Age Category for Item #6

Age (years)

Frequency of
Absence of
Intervention

n

Percent

Importance
of Nurse

30-45

3

3

37.5

1

46-60

15

5

33.0

1

61-74

17

6

35.0

2

Total

40

14

35.0

4
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Table 70
Frequencies of Reported Absence of Intervention
and Importance of Nurse as Intervener
by Gender for Item #6
Frequency of
Absence of
Intervention

Importance
of Nurse

Gender

n

Male

21

8

38.0

3

Female

19

6

32.0

1

Total

40

14

35.0

4

Percent

Table 71
Frequencies of Reported Absence of Intervention
and Importance of Nurse as Intervener
by Religion for Item #6

Frequency of
Absence of
Intervention

Importance
of Nurse

Religious
Preference

n

Protestant

19

8

42.0

4

Catholic

11

3

27.0

0

Other

6

1

17.0

0

None

4

2

50.0

0

40

14

35.0

4

Total

Percent

r~
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Table 72
Frequencies of Reported Absence of Intervention
and Importance of Nurse as Intervener
by Days Hospitalized for Item #6

Frequency of
Absence of
Intervention

Importance
of Nurse

Hospital
Stay

n

Two Days
or Less

11

6

55.0

3

More Than
Two Days

29

8

27.5

1

Total

40

14

35.0

4

Percent

Table 73
Frequencies of Absence of Reported Intervention
and Importance of Nurse as Intervener by
Gender for Item #7

Frequency of
Absence of
Intervention

Importance
of Nurse

Gender

n

Male

21

8

38.0

4

Female

19

8

42.0

3

Total

40

16

40.0

7

Percent
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Table 74
Frequencies of Reported Absence of Intervention
and Importance of Nurse as Intervener
by Religion for Item #7

Frequency of
Absence of
Intervention

Religious
Preference

n

Protestant

19

9

47.0

4

Catholic

11

4

36.0

2

Other

6

1

17.0

1

None

4

2

50.0

0

40

16

40.0

7

Total

Percent

Importance
of Nurse

Table 75
Frequencies of Reported Absence of Intervention
and Importance of Nurse as Intervener
by Days Hospitalized for Item #7

Frequency of
Absence of
Intervention

Importance
of Nurse

Hospital
Stay

n

Two Days
or Less

11

5

45.0

4

More Than
Two Days

29

11

38.0

3

Total

40

16

40.0

7

Percent
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Table 76
Frequencies of Reported Absence of Intervention
and Importance of Nurse as Intervener
by Gender for Item #8

Frequency of
Absence of
Intervention

Percent

Importance
of Nurse

Gender

n

Male

21

9

43.0

5

F e m a 1e

19

6

32.0

1

Total

40

15

37.5

6

Table 77
Frequencies of Reported Absence of Intervention
and Importance of Nurse as Intervener
by Religion for Item #8

Frequency of
Absence of
Intervention

Importance
of Nurse

Religious
Preference

n

Protestant

19

8

42.0

6

Catholic

11

4

36.0

0

Other

6

1

17.0

0

None

4

2

50.0

0

40

15

37.5

6

Total

Percent
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Table 78
Frequencies of Absence of Intervention and
Importance of Nurse as Intervener by
Gender for Item #9

Frequency of
Absence of
Intervention

Importance
of Nurse

Gender

n

Male

21

9

43.0

4

Female

19

12

63.0

7

Total

40

21

52.5

11

Percent

Table 79
Frequencies of Reported Absence of Intervention and
Importance of Nurse as Intervener by Religion
for Item #9

Frequency of
Absence of
Intervention

Importance
of Nurse

Religious
Preference

n

Protestant

19

11

58.0

7

Catholic

11

4

36.0

2

Other

6

3

50.0

1

None

4

3

75.0

1

40

21

52.5

11

Total

Percent
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Table 80
Frequencies of Absence of Intervention and Importance
of Nurse as Intervener by Age Category
for Item #10

Age (years)

Frequency of
Absence of
Intervention

n

Percent

Importance
of Nurse

30-45

8

5

62.5

1

46-60

15

9

60.0

4

61-74

17

9

59.0

4

Total

40

23

57.5

9

Table 81
Frequencies of Reported Absence of Intervention
and Importance of the Nurse as Intervener
by Gender for Item #10

Frequency of
Absence of
Intervention

Importance
of Nurse

Gender

n

Male

21

13

62.0

6

Female

19

10

53.0

3

Total

40

23

57.5

9

Percent
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Table 82
Frequencies of Absence of Intervention and Importance
of Nurse as Intervener by Religion for Item #10

Frequency of
Absence of
Intervention

Religious
Preference

n

Protestant

19

13

68.0

5

Catholic

11

5

45.0

1

Other

6

3

50.0

2

None

4

2

50.0

1

40

23

57.5

9

Total

Percent

Importance
of Nurse

Table 83
Frequencies of Reported Absence of Intervention
and Importance of Nurse as Intervener by Days
Hospitalized for Item #10

Frequency of
Absence of
Intervention

Importance
of Nurse

Hospital
Stay

n

Two Days
or Less

11

8

73.0

4

More Than
Two Days

29

15

52.0

5

Total

40

23

57.5

9

Percent
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Table 84
Frequencies of Reported Absence of Intervention
and Importance of Nurse as Intervener
by Gender for Item #11

Frequency of
Absence of
Intervention

Importance
of Nurse

Gender

n

Male

21

14

67.0

1

Female

19

9

47.0

0

Total

40

23

57.5

1

Percent

Table 85
Frequencies of Reported Absence of Intervention
and Importance of Nurse as Intervener
by Religion for Item #11

Frequency of
Absence of
Intervention

Religious
Preference

n

Protestant

19

11

58.0

1

Catholic

11

4

36.0

0

Other

6

4

67.0

0

None

4

3

75.0

0

40

23

57.5

1

Total

Percent

Importance
of Nurse
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Table 86
Frequencies of Reported Absence of Intervention
and Importance of Nurse as Intervener
by Days Hospitalized for Item #11

Frequency of
Absence of
Intervention

Hospital
Stay

n

Two Days
or Less

11

5

45.0

1

More Than
Two Days

29

18

62.0

0

Total

40

23

57.5

1

Percent

Importance
of Nurse

Table 87
Frequencies of Reported Absence of Intervention
and Importance of Nurse as Intervener
by Gender on Item #12

Frequency of
Absence of
Intervention

Percent

Importance
of Nurse

Gender

n

Male

21

12

57.0

3

Female

19

10

53.0

2

Total

40

22

55.0

5
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Table 88
Frequencies of Absence of Intervention
and Importance of Nurse as Intervener
by Religion for Item #12

Religious
Preference

Frequency of
Absence of
Intervention

;n

Percent

Importance
of Nurse

Protestant

19

11

58.0

4

Catholic

11

7

64.0

0

Other

6

2

33.0

1

None

4

2

50.0

0

40

22

55.0

5

Total

Table 89
Frequencies of Reported Absence of Intervention
and Importance of Nurse as Intervener by
Days Hospitalized for Item #12

Frequency of
Absence of
Intervention

Hospital
Stay

n

Two Days
or Less

11

6

54.5

2

More Than
Two Days

29

16

55.0

3

Total

40

22

55.0

5

Percent

Importance
of Nurse
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Table 90
Frequencies of Reported Absence of Intervention
and Importance of Nurse as Intervener by
Gender for Item #13

Frequency of
Absence of
Intervention

Importance
of Nurse

Gender

n

Male

21

5

28.5

3

Female

19

6

31.5

1

Total

40

11

27.5

4

Percent

Table 91
Frequencies of Reported Absence of Intervention
and Importance of Nurse as Intervener by
Religion for Item #13

Frequency of
Absence of
Intervention

Importance
of Nurse

Religious
Preference

n

Protestant

19

5

26.0

3

Catholic

T 1
X X

2

18.0

0

Percent

Other

6

2

33.0

1

None

4

2

50.0

0

40

11

27.5

4

Total
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Table 92
Frequencies of Reported Absence of Intervention
and Importance of Nurse as Intervener by
Days Hospitalized for Item #13

Frequency of
Absence of
Intervention

Hospital
Stay

n

Two Days
or Less

11

4

36.0

2

More Than
Two Days

29

7

24.0

2

Total

40

11

27.5

4

Percent

Importance
of Nurse

Table 93
Frequencies of Absence of Intervention
and Importance of Nurse as Intervener
by Gender for Item #14

Frequency of
Absence of
Intervention

Percent

Importance
of Nurse

Gender

n

Male

21

10

48.0

9

Female

19

7

37.0

5

Total

40

17

42.5

14

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.

226
Table 94
Frequencies of Reported Absence of Intervention
and Importance of Nurse as Intervener by
Age Category for Item #15

Age (years)

Frequency of
Absence of
Intervention

n

Percent

Importance
of Nurse

30-45

8

0

00.0

0

46-60

15

1

7.0

0

61-74

17

2

12.0

1

Total

40

3

7.5

1

Table 95
Frequencies of Reported Absence of Intervention
and Importance of Nurse as Intervener by
Gender for Item #15

Frequency of
Absence of
Intervention

Percent

Importance
of Nurse

Gender

n

Male

21

2

9.5

1

Female

19

1

5.0

0

Total

40

3

7.5

1
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Table 96
Frequencies of Reported Absence of Intervention
and Importance of Nurse as Intervener by
Religion for Item #15

Frequency of
Absence of
Intervention

Religious
Preference

n

Protestant

19

1

5.0

1

Catholic

11

0

0.0

0

Other

6

1

16.0

0

None

4

1

25.0

0

40

3

7.5

1

Total

Percent

Importance
of Nurse

Table 97
Frequencies of Reported Absence of Intervention and
Importance of Nurse as Intervener by
Days Hospitalized for Item #15

Frequency of
Absence of
Intervention

Importance
of Nurse

Hospital
Stay

n

Two Days
or Less

11

2

18.0

1

More Than
Two Days

29

1

3.0

0

Total

40

3

7.5

1

Percent
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Table 98
Frequencies of Reported Absence of Intervention and
Importance of Nurse as Intervener by
Age Category for Item #16

Age (years)

Frequency of
Absence of
Intervention

n

Percent

Importance
of Nurse

30-45

8

5

62.5

2

46-60

15

11

73.0

3

61-74

17

11

65.0

2

Total

40

27

67.5

7

Table.99
Frequencies of Reported Absence of Intervention and
Importance of Nurse as Intervener by
Gender for Item #16

Gender

n_

Frequency of
Absence of
Intervention

Male

21

16

76.0

4

Female

19

11

58.0

3

Total

40

27

67.5

7

Percent

Importance
of Nurse
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Table 100
Frequencies of Reported Absence of Intervention and
Importance of Nurse as Intervener by
Religion for Item #16

Frequency of
Absence of
Intervention

Religious
Preference

n

Protestant

19

11

58.0

5

Catholic

11

9

82.0

1

Other

6

4

67.0

1

None

4

3

75.0

0

40

27

67.5

7

Total

Percent

Importance
of Nurse

Table 101
Frequencies of Reported Absence of Intervention and
Importance of Nurse as Intervener by
Days Hospitalized for Item #16

Frequency of
Absence of
Intervention

Hospital
Stay

n

Two Days
or Less

11

7

64.0

4

More Than
Two Days

29

20

69.0

3

Total

40

27

67.5

7

Percent

Importance
of Nurse
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Table 102
Frequencies of Reported Absence of Intervention and
Importance of Nurse as Intervener by
Age Category for Item #17

Age (years)

Frequency of
Absence of
Intervention

n

Percent

Importance
of Nurse

30-45

8

4

62.5

2

46-60

15

11

73.0

7

61-74

17

13

76.0

6

Total

40

28

70.0

15

Table 103
Frequencies of Reported Absence of Intervention and
Importance of Nurse as Intervener by
Gender for Item #17

Frequency of
Absence of
Intervention

Percent

Importance
of Nurse

Gender

n

Male

21

15

71.0

9

Female

19

13

68.0

6

Total

40

28

70.0

15
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Table 104
Frequencies of Reported Absence of Intervention and
Importance of Nurse as Intervener by
Religion for Item #17

Frequency of
Absence of
Intervention

Religious
Preference

n

Protestant

19

11

58.0

5

O.tholic

11

8

73.0

5

Other

6

6

100.0

3

None

4

3

75.0

2

40

28

70.0

15

Total

Percent

Importance
of Nurse

Table 105
Frequencies of Reported Absence of Intervention and
Importance of Nurse as Intervener by
Gender for Item #18

Frequency of
Absence of
Intervention

Percent

Importance
of Nurse

Gender

n

Male

21

8

38.0

5

Female

19

6

31.5

1

Total

40

14

35.0

6
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Table 106
Frequencies of Reported Absence of Intervention and
Importance of Nurse as Intervener by
Days Hospitalized for Item #18

Frequency of
Absence of
Intervention

Hospital
Stay

n

Two Days
or Less

11

4

36.0

2

More Than
Two Days

29

10

34.0

4

Total

40

14

35.0

6

Percent

Importance
of Nurse
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PERMISS ION FOR USE AND REPRINTING OF ARTICLES AND INDEXES BY
cRAig v n s E r r s w n ------------------------------------------------

Permission is granted to individuals requesting the use of the
Spiritual W e l l-Be ing Scale and/or the Spiritual Maturity Index
for research purposes only, providing w ri tten summary ot research
results are promptly sent to Dr. Craig Ellison and proper credit
is given in any publication of said research.
Commerc ially prepared copies of article reprints, scales and
indexes are not currently available. Copyright acknowledgement
should be pla ced visibly on any material copied.

Craig W. Ellison, Ph.D.
Director of Uroan Programs
Psychologist, Professor
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Human Subjects Institutional Review Board

Kalamazoo. Micmgan 49008-
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W e ster n M ic h ig a n U n iver s ity

Date:

March 21,1990

To:

Patricia Joy Broton

From: Mary Anne Bunda, Chair

( U n . L.

<S

This letter will serve as confirmation that your research protocol, "A Study of Patients'
Perceptions of Spiritual Care Given by Nurses and Spiritual Well-Being of the Terminally
111Cancer Patient", has been approved asfuUbytheHSIRB. The conditions and duration of
this approval ars specified in the Policies of Western Michigan University. You may now
begin to implement the research as described In the approval application.
You must seek reapproval for any change in this design. You must also seek reapproval if
the project extends beyond the termination date.
The Board wishes you success in the pursuit of your research goals,
xc:

R. Brlnkerhoff, Educational Leadership

HS1RB Project Number

89-11-23_________

Approval Termination_______ March 21.1991______
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B M H 6 7 2 A Study of Patients' Perceptions of Spiritual Care Given by Nurses and
Spiritual Well-Being of the Terminally 111 Cancer PatientJPJBmten)
At the June 14, 1990 Meeting of the Bronson Methodist Hospital Human Use
Committee, BMH672 and the informed consent were approved with the following
changes:
1. In the protocol and informed consent include that the patient's family
and physician will be informed that the study subject is participating .
in this research study.
2. In the informed consent include emotional upset as a possible risk of
participating in this protocol.
3. In the informed consent document
Acknowledgement (Form B). *

include

the

standard

Patient

Robert H. Hume, M.D., Chairman
Bronson Methodist Hospital Human Use Committee
252 East Lovell Street
Kalamazoo, MI 49007
(616) 341-7958
cc:

PJBroten

Reproduced with permission o f the copyright owner. Further reproduction prohibited without permission.

239
BMH672 A Study of Patients 1 Perceptions of Spiritual Care Given
bv .Nurses and _5pj,ritual W e ll-Being o f the T e rminally 111 Cancer
Patient {PJBrotenl
At the May 1, 1990 Meeting of the Expedited Review Committee,
BMH672 and the informed consent were approved as submitted.

E - ^ 7 /.

L

Robert H. Hume, M . D . , Chairman
Bronson Metnoaist Hospital
Human Use Committee
252 East Lovell Street
Kalamazoo, MI 49007
(616) 341-7988
cc:

PJBroten
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May 21, 1990

BORGESS
\lali«.;il (Vnk'i

Patricia J. Broten, RN, M N
1044 East HJ Avenue
Galesburg, Michigan
49053
Dear Ms. Broten:
Your research proposal has been reviewed and approved b y the Nursing
Research Committee at Borgess Hospital.
During our review some general issues were discussed and I present them
now for your consideration:
1.

Would you be willing to present your results to the 3 N W staff and any
others who might be interested?

2.

W e wondered if patient selection might be a problem related to
exclusion of patients during first three days of narcotic administration
when patient medications are changed frequently in order to achieve
pain control.

3.

The time estimated for completion of the questionnaire may be a bit
optimistic as the questions asked may generate prolonged discussion
between the nurse and patient.

We enjoyed reviewing this interesting study and wish you the best of luck.
If I can assist you further, please let me know.
Sincerely,

Patricia A-. Lewman
Director, Patient Care Services
PAL: si
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Battle Creek Health System

2«.

300 North Avenue • Battle Creek, Michigan 49016

January 26, 1990

Ms. Patricia Broten, RN, MAN
10440 East HJ Avenue
Galesburg, Michigan 49053

Dear Pats
The purpose of this letter is to affirm the methodology of your proposed
dissertation research which uses registered nurses to 1) approach patients
to request them to participate in the study, and 2) use your research
instrument to collect data from patients and their medical records.
As you know, clinical researchers in nursing and medicine frequently use
registered nurses to obtain informed consent and to collect data from
patients and their medical records. In fact, my own dissertation research
at the University of Michigan which involved patients with metastatic
breast cancer used this type of methodology. Registered nurses at seven
hospitals in Michigan collected data for my study. Without the assistance
of these registered nurses, my clinical research would not have been
possible.
The Director of Surgical Oncology Nursing and I are especially interested
in your proposed investigation of spiritual needs of cancer patients. We
think your study will contribute to the knowledge base required for nurses
to assist patients to satisfy their spiritual needs. As you are aware,
spiritual needs of patients is an area of particular interest for oncology
nurses.
Best wishes to you as you begin your dissertation research!
Sincerely,

Virginia E. Keck, RN, PhD
Vice President, Nursing Services

10
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PATIENT DATA
Spiritual Well-Being Scale

Patient

SWB SCORES for items 1-20

101

6
6
6
6
EWB = 55

6
6

6
6
6
6
RWB s 60

6
1

102

1
6
6
6
=
42
EWB

6
6

6
6
3.5
1
RWB ” 55.5

1
6

103

5
3.5
4
6
5
4
6
3.5
3.5
3.5
EWB = 48. 5
RWB = 37.5

104

105

106

6
6
3.5
1
EWB = 26

5
2

6
6
4
6
6
6
5
EWB = 52.
6
6
3.5
6
=
32
EWB

3
1

5
1
1
4
RWB = 43
5
6
RWB

6
6
59

6
6

6
6

6
5
6
SWB = 97.5

5
6

3
6

6
4

2
4
3.5
6
SWB = 86

3.5
3.5

3.5
6

6
1

3.5
1
6
3
SWB = 69

5
3

1
5

5
6

5
6

6

5
6
6
3.5
6
6
SWB = 111.5

6
4
1
2
RWB = 34.5

1
1

3.5
1
6
6
SWB = 66.5

3.5
2

1
6

4
4
4
4
RWB s 40

4
4

4
6
4
4
SWB = 8 1 . 5

4
4

4
4

6
6

3.5
4

3.5
3.5

6
4

107

4
3.5
4
4
4
4
EWB = 41. 5

108

3.5
6
6
6
4
6
6
6
4
6
RWB = 58
EWB = 45. 5
3
3
3.5
4
4
3
3.5
6
6
3
RWB = 37
EWB = 48

109

6
6
6
6
SWB = 115

3.5
6
6
3
6
6
SWB = 103.5
4
3.5
6
6
3.5
6
SWB = 85

110

3
6
6
4
EWB = 45

4
4

4
6
4
4
RWB = 41

4
6

4
4
4
6
SWB = 86

4
4

4
1

111

6
6
6
6
EWB = 55

6
6

6
6
6
6
RWB = 60

6
1

6
6
6
6
SWB = 115

6
6

6
6
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112

6
6
6
6
EWB = 56

6
6

6
6
6
6
RWB = 58

6
4

113

6
6
6
6
EWB = 60

6
6

6
5
6
6
RWB = 59

6
6

114

dropped from study

115

dropped from study

116

6

6

6

6

6

6

6
6
4
6
SWB 2 114

6
6

1
6

6
6
6
6
SWB = 119

6
6

6
6

6

6

6

6

6
6
EWB = 60

6

6
6
RWB = 60

6

6
6
SWB s 120

6

6

117

6
6
6
6
EWB = 53

6
6

6
6
3.5
6
RWB = 60

5
5

6
6
6
6
SWB 2 113

6
6

3.5
6

118

6
6
6
5
EWB = 59

6
6

6
6
6
6
RWB = 60

6
6

6
6
6
6
SWB = 119

6
6

6
6

119

6
6
6
6
6
6
EWB = 48 .5

6
5
4
6
RWB = 56

3.5
6
4
6
3
3
SWB 2 104.5

6
6

4
6

120

6
6
6
6
EWB = 41

6
1

6
6
1
2
RWB = 37

3.5
1
2
3.5
31.5
6
=
78
SWB

2
3.5

1
6

121

6
5
4
5
EWB = 51

6
6

6
6
6
6
RWB = 58

4
4

6
4
6
6
SWB 2 109

6
6

5
6

122

5
4
6
6
EWB = 46

6
6

4
4
5
6
RWB = 49

3
2

4
6
4
4
SWB 2 95

4
4

6
6

123

4
4
5
5
EWB = 47

5
5

6
5
5
6
RWB = 49

2
5

4
5
5
5
SWB 2 96

5
5

5
5

124

4
5
5
5
EWB = 43

5
5

4
5
4
4
RWB = 47

4
3

4
4
5
5
SWB s 90

5
5

5
4
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125

4
4
'■5
4
3.5
5
EWB = 43 .5

5
5
5
4
RWB = 45

4
4
4
5
5
5
SWB s 88.5

5
4

4
4

126

4
4
4
5
EWB = 41

5
5

5
4
4
3.5
RWB = 41

4
5

4
4
3.5
2
SWB “ 82

4
4

4
4

127

5
5
4
4
EWB = 42

5
65

5
5
5
4
RWB = 49

3
4

4
5
5
5
SWB = 91

5
5

4
4

128

4
4
5
5
EWB = 39

4
5

5
5
2
5
RWB = 47

2
3

4
4
5
5
SWB = 86

5
5

4
5

129

6
6
4
6
EWB = 50

6
5

6
6
4
4
RWB = 50

6
3

4
6

4
6

6
4

4
6

130

6
4
6
6
EWB = 41

6
6

5
6
4
6
RWB = 56

4
3

4
4
6
6
SWB s 97

6
4

1
4

131

6
6
6
6
EWB = 49

6
6

6
6
3
6
RWB = 60

3
1

6
6
6
6
SWB S 109

6
6

6
6

132

6
4
6
6
EWB = 45

6
6

6
6
6
1
RWB = 55

3
3

6
6
6
4
SWB = 100

5
4

4
6

133

6
5
6
6
EWB = 47

6
6

6
6
4
4
RWB = 58

3
3

6
4
5
6
SWB = 105

6
6

5
6

3.5
3.5

3.5
3.5

134

SWB — 100

6
6
4
6
6
3.5
3i.5i 3.5
3.5
3.5
3.5
3.5
3.5
3.5
3i.5i 3.5
EWB = 40
RWB = 40.5
SWB = 80.5

135

6
6
6
4
EWB = 45

6
6

6
4
6
3
RWB = 60

4
3

6
4
6
4
SWB = 105

6
6

6
6

136

6
3
6
4
EWB = 37

6
4

4
6
4
4
RWB = 50

4
1

3
4
4
4
SWB = 87

6
4

4
6
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137

4
4
4
3
EWB = 35

4
4

4
4
3
4
RWB = 40

3
3

4
4
4
4
SWB s 75

4
4

3
4

138

4
4
4
3
EWB = 34

4
4

3
4
3
4
RWB = 40

4
3

4
4
4
3
SWB s 74

4
4

3
4

139

4
4
4
4
3
4
EWB = 35. 5

4
4
3.5
4
RWB = 40

4
4

3
4

140

6
6
6
6
6
6
EWB = 55. 5

6
6
3.5
6
RWB = 60

6
6

6
6

3.5
3.5

3.5
3.5

3
4

4
4

141

142

4
4
4
3
3.5
3.5
3.5
3.5
3.5
3.5
EWB = 35
RWB = 36
4
4
4
.4
EWB = 38

4
4

4
4
3
4
RWB = 39

3.5
4
3.5
3
4
4
SWB 2 75.5
6
4

6
6
6
6
SWB s 115.5

3.5
3 .5 3.5
3.5
3 .5 3.5
SWB = 71
4
4

4
4
3
4
SWB = 77
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PATIENT DATA

1:
2:
3:
4:
5:
6:
7:
8:
9:
10:
11:
12:
13:
14:
15:
16:
17:
18:
19:
20:
21:
22:
23:
24:
25:
26:
27:
28:
29:
30:
31:
32:
33:
34:
35:
36:
37:
38:
39:
40:
41:

Spiritual
Wei 1-Being

Spiritual Care
Interventions

115
97.5
86
69
111.5
66.5
81.5
103.5
85
86
115
116
119
120
113
119
104.5
78
109
95
96
90
88.5
82
91
86
101
109
97
105
100
80.5
105
87
75
74
75.5
115.5
71
77

10
11
5
5

NO.
MEAN
MED
SDEV

40
94.90000
95.50000
15.86085

i40
10.57500

12.00000
4.248001

14
16

6
4
4

PEARSON'S CORRELATION
COEFFICIENT

1
6
9
12
15
13
6
13
5
14
9
16
10
15

Name:

Spiritual WellBeing
Spiritual Care
Interventions

Correlation Coef f i c 
ient = 6.252649e-02
Significance of
Correlation:
r = .3861948
df = 38
p = .7015063

7

8
12
2
13
14
15
15
14
13
11
11
13
14
13
16
13

This correlation co
efficient is NOT s i g 
nificantly different
than 0
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SPIRITUAL CARE GIVEN BY NURSES AND SPIRITUAL WELL-BEING
OF TERMINALLY ILL CANCER PATIENTS

Patricia Sanders Broten, Ed.D.
Western Michigan University,

1991

The purposes of this study were to explore:
cancer patients' perceptions of spiritual
nurses,

(1)

care given by

(2) the documentation on records of the provision

of care,

and (3) the relationship of spiritual

care

provided to the spiritual well-being of patients.
Forty terminally ill cancer patients hospitalized on
oncology units at three medical

centers were surveyed

about the nature and scope of spiritual
nurses and others,

care provided by

and their perceptions of their

spiritual well-being.

Data were collected by trained

registered nurses who administered two questionnaires to
which patients responded orally.
The following is the list of spiritual

care inter

ventions and the percentages of subjects who reported
receiving them:
and dreams

encourage patient to talk about hopes

(72.5%),

talked to patient about God (67.5%),

read Scripture (65%),
(60%),

listened to patient talk about God

talked about religious beliefs

(62.5%),

assured

patient presence of Supreme Being (72.5%), prayed for
patient

02.5%),

and provided materials which lift the
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spirits

(60%).

sentatives,

Nurses,

along with pastoral

care repre

family, and friends were reported to have

provided each of these interventions.

Thirty-five p e r 

cent of those who did not receive the interventions said
it was important for a nurse to provide the care.
Records showed that there was limited documentation
of spiritual care given,

even though patients reported

that nurses had provided care.

Documentation which did

exist was generally referenced to the patient's religion
or choice of clergy.

Spiritual well-being was assessed

on two dimensions:

(1) traditional

and (2) existential

aspects with no particular religion

basis.

religious aspects,

Patients scored higher on the measures of reli

gious well-being than they did on the existential m e a 
sures which referred to more general satisfaction with
the purpose and meaning of life.
A trend which emerged was that frequency of spiritu
al care intervention decreased with age.

Patients re

ported that nurses were often too busy to provide sp i r i 
tual care.

The study was limited by the inability to

obtain the number of sujbects originally proposes.
Patients were either too ill to participate in the study,
or they had narcotic therapy initiated during the first
48 hours hospitalized.
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